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MINUTES  OF  QUARTERLY  CONFERENCE 


JANUARY,  1908 


Minutes  of  conference  of  State  Hospital  Superintend- 
ents and  representatives  with  the  State  Commission  in 
Lunacy,  held  at  the  Capitol,  Albany,  January  28,  1908, 
at  10.00  a.  m. 

Present — 

Commissioners  Ferris,  Viele  and  Parkhurst. 

Utica  State  Hospital,  Harold  L.  Palmer,  M.  D.,  Medical  Super- 
intendent. 

Willard  State  Hospital,  Rokert  ,M-  Elliott,  M.  D.,  Medical  Super- 
intendent. 

Hudson  River  State  Hospital,  Isham  G.  Harris,  M.  D.,  First 
Assistant  Physician. 

Middletown  State  Homeopathic  Hospital,  Maurice  C.  Ashley, 
M.  D.,  Medical  Superintendent. 

Buffalo  State  Hospital,  Arthur  W.  Hurd,  M.  D.,  Medical  Superin- 
tendent. 

Binghamton  State  Hospital,  Charles  G.  Wagner,  M.  D.,  Medical 
Superintendent. 

St.  Lawrence  State  Hospital,  Richard  H.  Hutchings,  M.  D.,  Medi- 
cal Superintendent. 

Rochester  State  Hospital,  Eugene  H.  Howard,  M.  D.,  Medical 
Superintendent. 

Gowanda  State  Homeopathic  Hospital,  Daniel  H.  Arthur,  M.  D. , 

Medical  Superintendent. 
Long  Island  State  Hospital,  Oliver  M.  Dewing,  M.  D.,  Medical 

Superintendent. 

Kings  Park  State  Hospital,  William  A.  Macy,  M.  D.,  Medical 
Superintendent. 

Manhattan  State  Hospital,  William  Mabon,  M.  D.,  Superintendent 

and  Medical  Director. 
Central  Islip  State  Hospital,  George  A.  Smith,  M.  D.,  Medical 

Superintendent. 

Matteawnn  State  Hospital,  Rokert  B.  Lamb,  M.  D.,  Medical  Super- 
intendent. 
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Dr.  Adolf  Meyer,  Director,  Pathological  Institute. 

Dr.  William  L.  Russell,  Medical  Inspector. 

T.  E.  McGarr,  Secretary  of  the  State  Commission  in  Lunacy. 

Managers — 

Abram  S.  Stothoff,  Mrs.  Mary  C.  Acker  and  Fred  J.  Manro, 
AVillard  State  Hospital. 

Miss  Catherine  A.  Newbold,  Hudson  River  State  Hospital. 

William  H.  Rogers  and  Ira  L.  Case,  Middletown  State  Homeo- 
pathic Hospital. 

Mrs.  Tracy  C.  Becker  and  Mrs.  Walter  Platt  Cooke,  Buffalo 
State  Hospital. 

George  W.    Dustin,   Dr.   John    J.    Robinson    and    Frank  M. 

Bosworth,  St.  Lawrence  State  Hospital. 
Miss  Mary  Vida  Clark,  Assistant  Secretary  State  Charities  Aid 

Association. 

Dr.  Wm.  Elliott  Dold,  Physician  in  Charge,  River  Crest. 

There  also  appeared  before  the  conference  during  a 
portion  of  its  session  a  committee  composed  of  Messrs.  P. 
W.  Limner  of  Poughkeepsie ;  John  J.  Haley  of  Middle- 
town  and  Lyman  D.  Strong  of  Rochester,  representing 
the  employees  of  the  State  hospitals  in  the  matter  of  pro- 
posed legislation  looking  to  an  increase  in  compensation 
for  State  hospital  employees. 

Commissioner  Ferris  in  the  chair. 

Mr.  Chairman:  Will  the  members  of  the  conference 
please  come  to  order?  First  on  the  programme  this  morn- 
ing is  the  paper  by  Dr.  Adolf  Meyer,  Director  of  the 
Pathological  Institute  for  the  State  Hospitals,  New  York 
City,  on  the  topic  "  How  can  the  General  Profession  be 
Interested  in  Psychiatry?  " 

Dr.  Meyer:  Mr.  Chairman,  Ladies  and  Gentlemen — 
I  have  limited  the  theme  of  the  paper  to  "  How  can  our 
State  Hospitals  Promote  a  Practical  Interest  in  Psychiatry 
Among  the  Practitioners?  "  because,  after  all,  that  is  the 
topic  in  which  we  are  most  directly  interested. 
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HOW  CAN  OUR  STATE  HOSPITALS  PROMOTE  A  PRAC 
TICAL  INTEREST  IN  PSYCHIATRY  AMONG  THE 
PRACTITIONERS? 

By  Dr.  Adolf  Meyer, 
Director  of  the  Pathological  Institute. 

There  prevails  a  widely  spread  idea  that  it  is  no  easy 
matter  to  interest  physicians  and  medical  students  in  men- 
tal disease.  In  the  first  place  medical  training  is  usually 
directly  opposed  in  its  whole  tendency  to  a  consideration 
of  mental  conditions.  In  the  little  instruction  the  student 
gets,  he  is  apt  to  be  made  to  understand  that  it  is  unsci- 
entific to  think  of  mental  disorders  in  any  other  terms  than 
disorders  of  the  brain  itself,  or  cerebral  disorders  induced 
by  disease  of  various  internal  organs.  Thus  it  comes  that 
the  physician  complicates  the  inevitable  difficulties  by 
making  himself  believe  that  there  must  be  an  absolute 
distinction  between  mental  disorders  to  be  dealt  with  by 
the  teacher  and  moralist,  and  the  disorders  which  must 
be  left  to  the  physician.  If  we  ourselves  had  to  be  tied 
to  this  theory  and  had  to  consider  our  sphere  limited  to 
what  can  be  expressed  in  terms  of  disease  of  the  brain 
and  treated  in  such  terms,  as  for  instance,  malnutrition, 
anaemia,  hyperaemia,  inflammation,  atrophy,  etc.,  we  could 
not  bring  any  clearness  into  some  of  the  most  practical 
distinctions  and  topics  of  work  which  we  are  cultivating 
to-day.  Where  could  we  find  our  principal  diagnostic 
distinctions  and  especially  the  newer  efforts  to  explain 
some  diseases  as  the  product  of  the  clashing  or  lack  of 
balance  of  mental  experience,  habits  and  instincts  ?  Can 
we  blame  the  physician  for  being  at  sea  with  the  older 
teachings  of  essentially  anatomical  pathology  in  such  a 
field  as  ours  ? 

There  are  other  reasons  why  the  practitioner  might 
tend  to  shrink :  the  great  demands  on  his  time,  and  the 
frequently  embarrassing  responsibilities  and  complications 
into  which  he  is  led  as  soon  as  he  takes  an  interest  in  the 
mental  experience  of  a  patient,  and  the  conditions  of  his 
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life  and  that  of  the  family,  or  the  situation  on  which  they 
depend.  Further,  very  often  mental  disorders  can  not  be 
satisfactorily  dealt  with  at  home,  and  therefore  the  patient 
is  apt  to  pass  out  of  the  hands  of  one  physician  into  those 
of  another  or  into  institutions.  Thus  the  physician  loses 
the  natural  stimulus  which  goes  with  the  desire  to  see  the 
patient  through  the  trouble.  Hence  the  first  thought  in 
the  presence  of  a  mental  disorder  is  that  of  getting  rid  of 
a  task  so  little  gratifying. 

To  this  we  must  add  that  many  physicians,  in  and  out- 
side the  hospitals  and  through  them  the  public,  believe 
that  psychiatry  deals  with  a  hopeless  task,  with  the  statis- 
tically established  law  of  inevitable  degeneracy — very 
much  as  there  used  to  be  absolute  fatalism  concerning 
measles  and  tuberculosis;  that  psychiatry  has  completely 
exhausted  the  means  open  to-day,  and  that  wholly  differ- 
ent methods  would  have  to  be  invented  to  make  it  worth 
while  to  class  psychiatry  with  truly  medical  work,  as  the 
average  physician  would  want  to  define  it.  The  prac- 
titioner does  not  realize  that  less  rut  and  more  common 
sense  has  done  a  great  deal  and  will  do  more.  What  can 
we  expect  if  in  our  own  ranks  it  has  been  said  that  no 
more  recoveries  are  obtained  to-day  than  100  years  ago  ? 
It  is  true  that  the  wave  of  promise  about  treating  mental 
diseases  as  physical  diseases  are  treated  in  general  hospi- 
tals has  hardly  made  good  its  extreme  claims.  We  know 
too  well  that  mere  rest  cure  is  far  from  being  a  specific  even 
with  all  the  theories  of  auto-intoxication  worked  into  the 
scheme.  We  must  meet  as  well  the  practical  demands  of 
mental  adjustment.  In  the  meantime  the  attitude  of 
fatalistic  indifference  of  a  large  majority  of  physicians  is 
euphemistically  and  systematically  justified  with  the  often 
repeated  statement:  "  There  is  no  pathology  of  insanity 
as  yet;  "  or  k'mind  is  beyond  human  ken,"  or  other  dog- 
matic excuses  for  inactivity  if  not  for  ignorance. 

Among  these  considerations  there  are  some  absolutely 
inherent  in  the  nature  of  the  material  and  they  can  not  be 
changed.  Others  at  least  leave  open  possibilities.  The 
physician  probably  does  show  good  sense  if  he  keeps  his 
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hands  off  where  he  can  do  nothing,  or  not  enough  to  justify 
his  interference.  With  his  instinctive  philosophy  of  prag- 
matism, he  has  a  right  to  be  guided  by  faith  in  common 
sense  and  the  bald  dictations  of  its  wisdom.  Our  task 
will,  therefore,  be  in  the  first  place  to  show  that  in  psy- 
chiatry the  physician  has  some  opportunities  for  action, 
that  they  are  profitable,  and  that  even  where  his  activity 
is  restricted  it  will  tell  in  a  system  of  work  in  which  most 
physicians  can  take  an  intelligent  interest. 

The  incentive  must  come  from  those  who  know,  and  the 
task  is  ours.  We  must  show  that  some  of  the  difficulties 
are  not  insurmountable,  and  we  must  reduce  the  inevi- 
table feeling  of  indifference  which  comes  from  the  passing 
of  the  patient  out  of  the  physician's  hands.  Let  us  work 
on  the  hypothesis  that  it  is  our  task  to  win  the  attention 
of  the  medical  profession,  to  guide  their  opinions  and, 
through  theirs,  public  opinion ;  and  that  we  can  not  achieve 
this  by  sermonizing,  but  by  showing  that  we  have  some 
helps  worth  the  attention  of  others. 

The  first  condition  on  our  part  is  that  we  shall  have 
really  something  to  offer  that  will  help  in  the  situation  in 
which  the  physician  has  to  work.  It  is  not  enough  to 
show  a  physician  the  arrangement  of  the  hospital,  and  the 
formal  machinery  of  organization:  such  as  wards  for 
special  cases,  prolonged  baths,  rooms  for  examination  and 
treatment,  and  laboratories,  which  may  change  his  notions 
about  the  actual  working  of  the  hospital,  but  not  neces- 
sarily give  him  an  idea  of  what  he  could  do  to  get  the 
patient  there  in  the  best  possible  way,  and  what  he  could 
do  long  before  commitment.  Nor  should  we  lead  the 
physician  into  abstract  and  more  or  less  artificial  stunts  of 
classification  and  nominal  diagnosis,  but  rather  into  an 
appreciation  of  definite  conditions  under  which  special 
helps  can  achieve  something  towards  understanding  the 
situation  and  the  case,  the  prospects  and  the  best  way  to 
proceed.  All  this  must  be  shown  on  concrete  cases,  and 
none  serve  the  purpose  better  than  those  which  the  physi- 
cian has  had  under  his  care,  and  which  may  have  been 
committed  by  him. 
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To  be  helpful  to  the  practitioner  we  must  have  a  good 
history  with  special  attention  to  the  early  developments, 
and  to  tlie  possibilities  of  early  management,  showing  that 
even  before  getting  rid  of  the  patient  there  are  some 
things  possible,  if  not  absolutely  needed  as  well  as  very 
gratifying  and  worthy  of  the  attention  of  the  physician : — 
means  of  preventing  unnecessary  complications,  and  of 
forming  a  forecast  so  important  in  the  choice  of  the 
institution  and  other  practical  steps. 

Let  us  remember  that  psychiatry  consists  in  what  we 
have  learned  to  do  with  the  patient,  and  only  in  a  second- 
ary way  with  theoretical  issues.  The  fewer  the  disserta- 
tions about  abstract  disease  entities,  and  the  more  telling 
the  descriptions  of  what  has  been  done  with  an  actual 
case,  the  more  we  shall  gain  the  attention  of  the  rational 
practitioner. 

Efficient  consultations  on  the  concrete  cases  are  thus  the 
most  useful  means  of  contact  with  the  practitioner.  Our 
first  task  is  to  keep  alive  an  interest  in  the  cases  sent  to 
the  hospital.  As  far  as  possible  the  relatives  and  the 
patient  are  to  be  asked  who  is  their  physician  outside,  and 
advised  to  keep  him  in  touch  with  the  case  while  the 
patient  is  with  us.  This  will,  of  course,  lead  to  a  profit- 
able reply  in  only  a  limited  number  of  our  cases,  but 
sufficient  for  a  beginning  in  our  purpose.  The  point  is 
that  the  relatives  and  the  physicians  shall  feel  that  we 
recognize  the  professional  relations  which  existed  and  that 
we  encourage  them  to  continue  during  the  patient's  stay 
at  the  hospital  and  after  his  return  home.  A  week  before 
the  staff  meeting  at  which  the  patient  is  to  be  presented 
the  second  time,  a  carbon  copy  of  the  summary  should  be 
sent  to  the  family  physician,  with  questions  and  such 
suggestions  as  might  elicit  questions  on  his  part.  In 
some  cases  it  would  be  the  most  satisfactory  and  mutually 
profitable  thing,  if  the  physician  could  be  invited  to  the 
staff  meeting  at  which  the  case  is  brought  up  for  considera- 
tion of  all  the  facts  available.  I  feel  sure  that  this  could 
be  attained  in  a  small  but  growing  number  of  cases,  either 
through  a  simple  appeal  to  the  interest  of  the  physician  or 
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through  the  additional  stimulus,  namely,  the  insistence  on 
the  advantage  to  the  family,  and,  as  Dr.  Andrew  MacFar- 
lane  of  Albany  suggests,  a  request  by  and  perhaps  a 
moderate  fee  from  the  family,  covering  at  least  the  ex- 
penses of  the  journey  necessary  to  attend  the  staff  meet- 
ing. It  might  perhaps  be  possible  to  assemble  some  cases 
from  a  district  for  a  meeting  of  a  district  society  at  the 
hospital,  such  as  has  been  arranged  at  times  in  various 
hospitals,  but  usually  with  more  didactic  purposes  than 
this  definite  issue  of  taking  up  cases  which  are  known  to 
one  or  more  of  the  physicians.  My  claim  is  that  it  is 
possible  in  this  way  to  enter  upon  the  difficulties  of  action 
and  interpretation  in  the  cases  which  actually  troubled  the 
physician  while  didactic  cases  may  seem  so  plain  that  they 
do  not  suggest  anything  special,  i.  c,  they  neither  are 
properly  assimilated  nor  do  they  bring  out  matters  on 
which  there  ought  to  be  a  mutual  discussion.  The  success 
of  such  a  step  would  absolutely  depend  on  the  extent  to 
which  the  work  on  the  cases  is  to  the  point  and  convincing 
and  rising  above  the  usual  grind  of  a  history.  Put  the 
essential  facts  into  the  line  of  attack,  and  the  negative 
incidental  facts  where  they  are  needed  and  do  no  harm, 
and  it  will  be  possible  to  make  of  practically  every  case  a 
narrative  and  statement  of  facts  which  would  excite  the 
interest  of  the  most  indifferent.  The  place  to  cultivate 
the  practical  sense  of  valuation  and  presentation  of  the 
facts  is  at  the  staff  meetings,  which  would  thus  incident- 
ally receive  a  most  practical  stimulus.  Staff  meetings 
should  of  course  take  up  matters  of  fact  and  action  and 
also  of  presentation,  rather  than  quibble  over  terms;  and 
to  have  these  matters  brought  under  the  critical  judgment 
of  level-headed  outside  physicians  would  certainly  tend  to 
further  their  value  and  usefulness.  I  can  easily  see  that 
I  might  not  be  able  to  reach  an  ideal  presentation  with 
every  case;  but  to  have  to  make  it  worth  the  presence  of 
the  family  physician  would  certainly  increase  the  feeling 
of  responsibility  and  further  a  possibility  of  bringing  out 
actually  needed  facts  rather  than  the  discussion  which  so 
often  mar  staff  meetings. 
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It  is  obvious  that  in  a  plati  of  this  sort  judgment  must 
be  used,  but  I  am  convinced  that  it  will  do  more  than 
anything  else  to  create  contact  at  the  point  of  most  far- 
reaching  mutual  usefulness.. 

Where  the  distances  are  too  great  a  physician  from  the 
hospital  might  occasionally  meet  the  physicians  from  a 
district  at  their  medical  meetings,  and  give  a  report  of  the 
cases  from  the  district,  as  was  lately  done  by  Dr.  Robert 
C.  Woodman,  of  Middletown,  but  with  a  fairly  full  account 
of  some  of  the  more  instructive  cases  and  a  discussion  of 
local  issues:  the  methods  of  care  pending  commitment  in 
that  county,  matters  of  prophylaxis  and  after-care,  etc. 
Such  a  visit  might  most  profitably  include  a  visit  to  the 
district  general  hospital  to  render  some  help  where  desired, 
with  regard  to  arrangement  for  patients  pending  commit- 
ment, care  of  delirious  cases,  etc.  The  aversion  of  the 
practitioner  to  a  valuation  of  the  mental  issues  will  be 
overcome  by  contact  with  those  who  know  how  to  handle 
what  can  not  to-day  be  better  expressed  than  by  terms  of 
mental  activity,  i.  e.,  of  activity  of  conduct,  and  certainly 
much  better  than  in  terms  of  hypothetical  anaemias  and 
hyperemias  of  the  brain  and  the  like.  Another  point  along 
a  similar  line  would  be  to  encourage  physicians  to  send  or 
bring  patients  to  the  hospitals  for  a  provisional  examina- 
tion or  advice,  after  the  type  of  an  out-patient  depart- 
ment, a  matter  advocated  some  years  ago  by  Dr.  William 
Mabon,  now  Medical  Director  of  Manhattan  State  Hospital. 

The  second  recommendation  I  should  like  to  make  con- 
cerns the  matter  of  publication  of  leaflets  of  information 
to  be  sent  to  committing  physicians,  and  to  any  other 
physician  who  would  wish  to  have  his  name  on  the  mail- 
ing list,  similarly  to  the  practice  of  some  City  Health 
Boards.  The  leaflets  should  present  a  record  of  the  most 
important  facts  with  special  attention  to  the  local  cumula- 
tive occurrence  of  any  special  etiological  factors,  evidence 
of  better  care  pending  commitment  and  better  after-care 
work,  and  a  report  of  special  achievements  in  any  of  these 
lines,  with  communication  and  discussion  of  specially 
instructive    emergencies   concerning   commitments.  I 
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strongly  feel  that  in  all  these  matters  each  hospital  should 
become  the  leader  in  its  district.  It  was  a  sad  policy 
which  made  it  necessary  for  neurologists  to  find  fault  and 
for  only  partly  informed  humanitarians  to  take  the  initia- 
tive in  a  number  of  movements  in  which  after  all  the 
phvsicians  in  the  hospitals  should  be  nearest  the  core  of 
information  and  in  possession  of  a  knowledge  of  the  actual 
occurrences  and  demands  for  action. 

A  third  proposition  would  be  that  the  State  Lunacy 
Commission  should  cause  to  be  published  annually  a  suf- 
ficient statement  of  all  the  habeas  corpus  cases  with  their 
subsequent  history,  including  that  of  further  develop- 
ments in  cases  of  earlier  reports.  We  are  committing  no 
breach  of  confidence  in  this  because  these  cases  are  all 
voluntarily  brought  to  public  notice  in  court,  and  their 
publicity  even  with  names  such  as  would  be  omitted  in 
the  printed  report,  is  therefore  inevitable.  At  the  present 
time,  owing  to  the  predominance  of  the  legal  element  in 
the  court  action,  no  notice  is  taken  of  the  fact  that  the 
method  of  getting  at  the  facts  through  testimony  given  on 
the  witness  stand  is  apt  to  favor  inaccuracy.  Nothing 
would  bring  before  ourselves,  the  profession  and  the  legal 
and  general  public,  a  more  valuable  set  of  facts  than  such 
a  publication.  All  the  cases  are  interesting,  and  if  every- 
thing is  well  weighed  and  the  facts  are  well  presented, 
nothing  could  be  more  instructive  or  a  better  stimulus 
toward  improvement.  To-day  we  can  not  seriously  blame 
the  legal  profession.  How  many  members  of  it  have  ever 
seen  a  well  digested  record  of  a  case?  And  we  can  not 
seriously  blame  the  average  physician,  who  becomes  a 
hasty  witness  because  he  has  no  standards  as  to  how  much 
information  a  physician  should  have  to  be  justified  in 
going  on  the  witness  stand. 

A  final  suggestion.  Not  infrequently  it  is  possible  to 
rouse  the  attention  of  physicians  through  the  interest 
taken  by  a  wider  public.  An  effect  similar  to  that  attained 
by  the  migratory  exhibit  of  tuberculosis  might  be  achieved 
by  a  migratory  lecture  with  good  illustrations,  not  merely 
of  the  pretty  things,  but  also  of  the  difficulties;  a  picture 
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of  the  life  and  work  in  a  modern  hospital,  touching  also 
on  such  matters  as  the  management  of  excited  cases  at 
their  worst,  the  conditions  leading  to  accidents  and  injuries 
(which  means  not  only  the  record  that  the  patient  was 
noisy  and  violent,  but  what  made  him  so,  and  what  meas- 
ures might  serve  to  prevent  turbulence),  the  requirements 
in  cases  of  suicidal  attempts,  the  comparative  value  of 
police  and  nurses,  the  provisions  for  transportation, — 
matters  to  be  brought  out  in  to-day's  committee  report. 
The  nature  and  frequent  difficulties  of  delirium,  of  general 
paralysis,  of  senility  and  of  psychogenic  processes  could 
also  be  brought  before  audiences  of  physicians  and  the 
educated  public.  But  care  should  be  taken  not  to  make 
the  matter  a  cheap  public  medical  course  with  sham  inform- 
ation on  matters  which  would  only  lead  to  misconstruc- 
tion, as  I  am  told  is  the  result  of  not  a  few  public  lectures 
given  for  instance  at  some  of  our  medical  schools. 

Part  of  this  work  of  public  instruction  might  be  the  task 
of  a  physician  connected  with  the  Commission.  But  the 
material  of  illustration  should  also  be  made  available  for 
physicians  of  the  hospitals. 

This  whole  matter  is  another  addition  to  the  demands 
made  on  the  physicians  of  the  hospitals.  But  I  honestly 
believe  that  it  could  be  met  profitably  if  the  whole  plan 
were  made  one  of  the  officially  recognized  tasks.  The 
central  authorities  and  legislator  must,  of  course,  do  all 
they  can  to  relieve  the  hospitals  of  the  many  distracting 
pre-occupations  due  to  uncertainty  of  policy  as  to  what 
can  be  expected  and  what  is  required;  within  the  hospitals 
and  the  central  divisions  of  the  service,  including  the 
Institute,  it  is  necessary  to  have  a  very  definite  organiza- 
tion of  the  work  which  will  make  for  the  greatest  possible 
efficiency  in  an  adopted  plan.  Most  of  the  time  lost  is  lost 
by  doing  things  halfway  and  without  a  sufficiently  definite 
plan  and  recognition  in  the  plan  of  how  much  time  is 
demanded  and  must  be  available  to  assure  a  sufficient 
dovetailing  in  a  matter  which  must  be  regulated  according 
to  the  worker  and  his  capacity,  not  according  to  an  a 
priori  plan. 
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Much  has  been  dune  by  individual  hospitals  in  inviting 
medical  societies  and  physicians.  With  a  good  general 
plan  still  more  can  be  done.  We  must  not  lose  the  oppor- 
tunity to  make  our  hospitals  the  leaders  of  their  districts 
as  they  were  in  the  days  of  Dr.  John  P.  Gray  of  Utica, 
and  to-day  much  more  justly  so  because  we  have  more  to 
offer. 

I  want  to  draw  your  attention  to  but  one  more  point.  I 
believe  the  medical  profession  in  this  country  is  unwise  in 
the  matter  of  demanding  absolute  passivity  with  regard  to 
the  press  and  in  encouraging  the  pernicious  insinuations 
of  self-advertisement  wherever  any  person  gets  into  a 
position  which  commands  some  notice.  The  medical  pro- 
fession must  have  been  in  a  state  of  hysterics  when  it  tried 
to  meet  the  advertising  skill  of  quacks  with  a  code  of  ethics 
which  is  absolutely  at  variance  with  the  principles  of  the 
press  of  to-day,  and  when  it  invites  any  comparison 
between  quack  advertisements  and  legitimate  assertion  of 
individuals  for  a  civic  or  public  cause.  I  can,  I  believe, 
vouch  for  a  keen  conscience  on  matters  of  publicity:  but 
I  consider  as  most  pernicious  and  a  reflection  of  a  bad 
spirit,  the  frequent  and  stereotyped  remark  which  stamps 
as  self-advertisement  many  a  meritorious  effort  to  get  out 
of  a  rut.  My  recommendation  of  several  years  ago  that 
every  hospital  should  give  the  friends  of  patients  and  the 
physicians  of  the  district  a  printed  pamphlet  giving  an 
account  of  the  hospital  and  some  helps  with  regard  to 
commitments,  visits,  correspondence,  etc.,  has  been  carried 
out  in  but  one  place,  and  there  with  the  name  of  the  phy- 
sician who  wrote  it  attached  to  the  pamphlet.  Whether 
this  was  the  reason  why  the  printing  had  to  be  done  pri- 
vately and  was  not  officially  sanctioned  I  do  not  know. 
Personally,  I  feel  that  work  of  this  sort  can  not  and  should 
not  be  absolutely  impersonal,  and  that  the  credit  of  work 
done  should  come  to  the  worker.  The  authorities  of  the 
hospital  and  the  Commission  would  be  good  enough  judges 
to  settle  any  tendency  which  would  grow  into  prejudicial 
self-advertisement.  Where  many  physicians  work  to- 
gether, as  in  our   State  system,  there  must  be  a  clear 
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understanding  on  this  question,  and  I  for  one  should  put 
in  an  emphatic  plea  for  cheerful  tolerance  of  individuality, 
and  against  the  insinuation  of  self-advertisement  wherever 
a  point  is  made  by  any  individual  in  the  directions  dis- 
cussed in  this  paper. 

It  is,  I  think,  inevitable  to  realize  that  to-day  the  press 
occupies  a  position  which  can  not  be  ignored,  but  which 
demands  co-operation.  There  is  no  corporation  or  club  of 
any  importance  that  does  not  meet  the  situation  by  a  press 
agent  whose  business  it  is  to  forestall  misstatements  by 
offering  that  which  the  public  has  grown  to  demand.  An 
infinite  amount  of  good  could  be  attained  by  attention  to 
this  matter,  not  only  in  the  public  press  but  also  in  the 
medical  press  which  I  think  could  only  profit  through 
authentic  information  .from  a  known  and  responsible 
source.  That  a  bulletin  will  ultimately  lend  itself  to  the 
furtherance  of  many  of  these  points  will  I  think  be  another 
argument  in  favor  of  an  early  development  of  such  an 
organ. 

Let  me  end  with  a  few  direct  questions:  Do  you  agree 
with  me  that  the  hospitals  have  to  take  the  initiative  in 
these  matters?  If  you  do  will  you  offer  your  helps  and 
practical  advice  as  to  the  proper  adaptation  of  these  and 
other  possible  suggestions? 

Mr.  Chairman:  The  chair  believes  he  voices  the  senti- 
ments of  the  Commission,  superintendents  and  managers 
alike  in  offering  their  thanks  to  Dr.  Meyer  for  his  admira- 
ble paper  which  is  so  full  of  most  valuable  suggestions. 
It  is  now  before  you  for  discussion. 

Dr.  Wagner:  While  I  am  not  prepared  to  discuss  Dr. 
Meyer's  paper  to  any  great  length  I  want  to  express  my 
hearty  approval  of  the  paper  and  my  thanks  to  Dr.  Meyer 
for  his  excellent  presentation  of  the  subject.  I  think  that 
the  idea  he  has  advanced  of  having  our  staff  meetings 
open  to  general  practitioners  is  an  excellent  one.  I  had 
thought  somewhat  of  it  myself  and  I  believe  that  there  is 
scarcely  anything  we  could  do  that  would  awaken  the 
interest  of  the  general  practitioner  more  in  the  subject  of 
psychiatry  than  by  the  presentation  of  interesting  cases 
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with  their  full  histories  at  our  staff  meetings  and  inviting 
general  practitioners  to  be  present  and  to  participate  in 
the  discussion  if  they  are  willing  to  do  so,  to  spread  broad- 
cast, as  far  as  possible,  the  knowledge  we  have  in  regard 
to  the  care  and  treatment  of  such  cases,  and  also  to  point 
out  the  nature  or  essential  features  of  the  individual  cases. 
I  think  it  would  be  an  excellent  plan  also  if  some  members 
of  the  hospital  staff  could  prepare  case  records  and  go  to 
the  district  meetings,  the  meetings  that  are  held  in  neigh- 
boring counties  and  present  before  the  societies  the  features 
of  insanity  as  we  understand  them  and  conduct  a  campaign 
of  education  in  that  way.  It  would  not  only  awaken  an 
interest  in  the  general  practitioner  and  develop  a  knowl- 
edge of  individual  cases  which  they  do  not  now  possess 
but  I  think  it  would  awaken  them  to  better  the  condition 
of  the  insane  before  commitment  very  much.  During  the 
past  year  at  Binghamton  we  received  twenty-nine  patients 
from  jails  and  in  none  of  these  jails  were  there  matrons. 
The  patients  were  cared  for  by  male  attendants  connected 
with  the  jail  or  more  often  by  trusted  prisoners,  and  when 
these  patients  were  women  and  in  a  maniacal  condition, — 
patients  who  tore  their  clothing, — the  result  can  easily  be 
appreciated.  Now  it  seems  to  me  if  this  campaign  of 
education  ,  were  carried  on  vigorously  it  would  have  a 
strong  tendency  to  awaken  local  public  sentiment  against 
caring  for  patients,  particularly  insane  women,  in  this  way, 
and  would  lead  to  the  provision  of  matrons  or  at  least 
women  attendants  at  the  jails  when  it  becomes  necessary, 
in  the  opinion  of  the  local  authorities,  to  temporarily  care 
for  patients  in  such  places  pending  commitment.  I  think 
throughout  the  State,  at  any  rate  in  our  district,  that  pro- 
vision of  the  law  which  says  that  "  no  insane  person  shall  be 
locked  up  in  jail  where  prisoners  are  confined  on  account 
of  misdemeanor"  is  practically  ignored  and  patients  are 
continually  detained  in  such  places  pending  commitment. 

Dr.  Meyer  spoke  of  having  illustrated  lectures.  That 
is  another  idea  that  appeals  to  me.  Some  years  ago  I  had 
prepared  quite  a  large  series  of  lantern  slides  representing 
the  different  forms  of  insanity;  representing  wards  and 
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representing  methods  of  treatment  so  far  as  we  could 
represent  them  by  pictures  and  I  used  them  in  a  number 
of  instances  in  lecturing  before  medical  societies.  I  think 
that  sort  of  lecture  appeals  to  the  general  practitioner  as 
well  as  to  the  public.  It  not  only  appeals  to  the  ear  by 
what  is  said  but  it  appeals  to  the  eye  by  what  is  seen,  and 
the  illustrated  lecture  that  appeals  to  more  than  one  sense 
is  always  more  effective  than  the  lecture  that  appeals  only 
to  the  hearing. 

Dr.  Mabon:  I  simply  wish  to  endorse  the  suggestions 
made  by  Dr.  Meyer  in  his  very  interesting  paper.  It  is 
certainly  full  of  most  valuable  thought  and  I  believe  we 
could  all  do  something  toward  interesting  the  general  prac- 
titioner in  the  care  of  patients  received  in  the  institutions 
and  the  treatment  they  have  there.  I  wish  to  endorse 
emphatically  the  suggestion  of  Dr.  Meyer  that  general 
practitioners  be  invited  to  staff  meetings  so  that  when  the 
general  practitioner  is  present  cases  from  his  own  neigh- 
borhood may  be  presented,  cases  in  which  he  is  interested, 
thereby  giving  him  an  interest  which  otherwise  he  might 
not  have.  All  the  suggestions  made  by  Dr.  Meyer  are 
capable  of  being  carried  out,  and  I  think  as  we  go  home 
and  read  over  this  paper  we  will  all  endeavor  to  do  some- 
thing along  the  lines  mentioned. 

Mrs.  Acker:  I  had  hoped  that  modesty  would  not  pre- 
vent Dr.  Elliott  from  making  a  statement  which  illustrates 
the  spur  which  general  practitioners  may  receive  from  a 
visit  to  a  State  hospital,  and  I  must  express  at  least  my 
own  satisfaction  in  the  pleasure  and  profit  that  the  physi- 
cians of  my  own  city  received  from  a  day's  visit  at  Willard 
which  Dr.  Elliott  had  planned,  and  to  which  eighteen  of 
our  local  medical  societies  responded.  We  send  to  Willard 
from  Hornell  on  an  average  of  one  patient  a  month,  and 
seldom  have  less  than  fifty  Hornell  patients  in  the  Willard 
State  Hospital  at  one  time.  It  is  evident,  therefore,  that 
our  practitioners  have  ample  opportunity  to  study  the 
various  forms  of  mental  ailments  if  they  care  to  do  so. 
They  returned  from  Willard  with  the  report  that  the  State 
hospital  was  a  revelation  to  them  in  its  modern  methods 
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and  its  equipment.  Of  course  our  State  hospital  is  quite 
inaccessible  to  my  own  city  and  many  of  our  physicians 
had  not  been  at  Willard  for  many  years,  but  they  returned, 
as  I  have  stated,  with  their  interest  in  psychiatry  greatly 
increased.  I  generally  visit  the  hospital  once  a  month  and 
upon  my  return  the  physicians  whose  interest  was  thus 
aroused  take  occasion  to  inquire  about  the  progress  of  the 
cases  they  had  examined,  and  to  ask  what  is  the  very  latest 
thought  of  the  physicians  concerning  those  cases.  They 
now  take  more  interest  in  the  after-care  cases  returned  to 
Hornell,  and  in  several  instances  have  co-operated  with 
me  in  striving  to  avert  a  relapse.  I  think  such  conditions 
as  I  have  known  to  exist  in  our  city  since  I  have  been 
interested  in  matters  of  mental  ailments  would  not  have 
been  possible  if  our  physicians  had  felt  the  responsibility 
to  place  patients  under  expert  care  at  the  first  possible 
moment  after  mental  illness  developed,  and  despite  preju- 
dice against  sending  them  from  home.  In  our  local  hos- 
pital there  are  neither  opportunities  nor  experience  for 
expert  treatment,  and  in  two  cases  patients  who  had  been 
at  the  hospital  some  time,  upon  becoming  disturbed,  were 
sent  to  our  local  lockup  and  kept  in  cells  for  several  days 
by  physicians  who  hesitated  to  insist  upon  their  being  sent 
to  the  State  hospital  because  of  the  prejudice  existing  in 
the  families  of  those  patients.  I  am  sure  they  would  now 
see  to  it  that  such  an  occurrence  did  not  happen  again.  I 
think  all  physicians  would  accept  with  as  much  satisfaction 
as  did  the  physicians  of  Hornell  an  invitation  to  visit  for 
inspection  and  for  clinics  the  State  hospital  of  their 
districts. 

Dr.  Elliott:  There  are  two  sides  to  the  story  that 
Mrs.  Acker  has  just  related  concerning  the  visit  of  the 
physicians  from  Hornell  to  Willard.  Hornell  is  a  city  of 
some  12,000  inhabitants  and  there  is  there  a  surgical  and 
medical  association  composed  of  the  physicians  residing  in 
the  city.  It  was  rather  a  surprise  to  me  when  some  sixteen 
or  seventeen  of  those  physicians  appeared  at  Willard  at 
the  appointed  time  in  compliance  with  the  invitation  which 
had  been  extended  to  them  ;  but  I  think  the  reason  for  so 
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good  a  representation  was  due  to  the  fact  that  Mrs.  Acker 
had  virtually  compelled  them  to  accept  the  invitation.  I 
learned  that  her  telephone  was  busy  all  day  before  they 
started.  That  simply  illustrates  what  can  be  done  on  the 
part  of  managers  in  a  matter  of  this  kind. 

There  is  nothing  in  Dr.  Meyer's  paper  with  which  one 
can  disagree.  Dr.  Mabon  made  the  statement  that  all  the 
suggestions  made  are  practicable,  but  I  think  they  can 
only  be  carried  out  to  a  very  limited  extent  in  a  locality 
like  Willard  where,  for  the  large  part,  it  is  impossible  for 
physicians  in  the  district  to  come  to  the  hospital  and  get 
back  again  the  same  day.  That  is  one  of  the  disadvan- 
tages of  the  isolation  of  that  institution.  We  have  within 
a  radius  of  two  or  three  miles  of  Willard  several  physicians 
in  private  practice;  invitations  have  been  extended  to  them 
time  and  again  to  attend  staff  meetings  but  so  far  none  of 
them  have  attended  such  meetings. 

The  vSeneca  County  Society  meets  semi-annually  and 
one  of  these  meetings  is  held  at  the  institution.  I  have 
felt  for  several  years  that  we  should  do  all  we  can  to 
interest  general  practitioners  in  the  matter  of  psychiatry; 
as  long  ago  as  1892  the  Lunacy  Commission  of  this  State 
issued  a  circular  letter  to  boards  of  managers  calling  their 
attention  to  the  importance  of  allowing  clinical  material 
in  hospitals  to  be  used  for  clinical  demonstrations  for  the 
benefit  of  general  practitioners  and  medical  students. 

Dr.  Hurd:  I  desire  to  add  just  one  word  to  the  timely 
paper  of  Dr.  Meyer.  In  Buffalo  conditions  are  somewhat 
different,  as  compared  with  institutions  in  an  isolated 
country  district.  When  the  building  for  acute  cases  was 
constructed  some  ten  years  ago,  an  amphitheatre  for  clini- 
cal instruction  and  lectures  was  also  built.  Throughout 
each  winter  season  clinics  are  held  here  for  the  students  of 
the  medical  department  of  the  University  of  Buffalo,  and 
it  is  gratifying  to  observe  the  attendance,  and  interest 
manifested,  by  the  students  of  the  college.  The  amphi- 
theatre is  used  not  only  for  these  clinics,  but  for  lectures 
of  the  training  school,  demonstrations,  and  for  many  other 
purposes.    One  argument  used  in  urging  its  construction, 
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was  that  students  before  graduation  might  obtain  a  better 
knowledge  of  mental  diseases,  and  that  some  cases  could 
be  recognized  earlier  and  given  proper  care,  and  if  possi- 
ble, be  taken  care  of  in  their  homes,  thus  resulting  in  a 
saving  to  the  State.  This  may  have  been  the  result  in 
many  cases,  but  I  wish  to  emphasize  the  point,  that  judg- 
ing from  my  conversation  with  some  of  the  graduates  they 
have  learned  not  so  much  what  cases  to  take  care  of  in 
their  homes,  but  to  know  in  what  cases  not  to  make  the 
attempt,  thus  contributing  to  the  result  of  early  recogni- 
tion and  earlier  commitment  and  relief. 

I  will  not  refer  to  conditions  previous  to  commitment, 
as  that  is  now  in  the  hands  of  a  committee,  the  chairman 
of  which,  Dr.  Russell,  is  preparing  a  preliminary  report. 

Mr.  Chairman:  It  is  impossible  to  discuss  such  an  im- 
portant paper  without  having  had  a  chance  to  read  it  and 
to  ponder  over  all  the  points  presented.  But  one  thing 
impressed  the  chair  with  special  force,  and  that  is  the 
suggestion  with  regard  to  habeas  corpus  cases.  There 
has  been  a  good  deal  of  clash  between  lawyers,  or  at  least 
judges  and  the  physicians  interested  in  psychiatry. 
Judges  seem  to  put  any  construction  upon  the  provisions 
of  the  insanity  law  in  certain  courts,  and  many  hesitate 
to  have  anything  to  do  with  insane  patients  or  their  com- 
mitment. In  the  metropolitan  district  of  New  York,  by 
certain  judges,  little  attention  is  paid  to  the  suggestions 
of  physicians  in  the  commitment  of  patients  or  the  pro- 
visions of  the  insanity  law ;  and  they  even  go  so  far  as  to 
say  that  certain  provisions  of  that  law  are  unconstitutional 
and  therefore  the  commitment  now  in  use  is  not  valid. 
This  spirit  of  dissension  of  course  undermines  the  confi- 
dence of  families  in  which  exist  insane  patients  regarding 
the  statements  made  by  examiners  in  lunacy.  It  is  a 
very  significant  fact  that  most  of  these  -cases  which  are 
released  as  the  result  of  habeas  corpus  proceedings  find 
their  way  back  to  institutions  in  the  course  of  time.  Dr. 
Charles  E.  Atwood,  formerly  first  assistant  at  Blooming- 
dale,  the  branch  of  New  York  Hospital  which  cares  for 
insane  patients,  followed  the  course  and  final  disposition 
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of  all  the  cases  released  from  that  institution  on  habeas 
corpus  proceedings  for  ten  years  and  in  every  instance, 
without  exception,  the  patient  in  time  was  returned  to  a 
hospital  for  the  insane  and  in  most  cases  died  in  such  hos- 
pital. I  think  the  discussion  of  these  habeas  corpus  cases 
and  their  final  disposition  would  be  of  the  greatest  possi- 
ble interest  to  legal  men  and  to  medical  men. 

If  there  are  no  further  remarks  I  will  ask  Dr.  Meyer  to 
close  the  discussion. 

Dr.  Meyer:  I  am  glad  to  take  the  opportunity  to  thank 
you  for  the  support  given  to  the  suggestions.  There  is 
but  one  thing  I  should  like  to  emphasize  and  that  is  that 
we  shall  achieve  a  great  deal  by  making  families  under- 
stand that  the  hospital  encourages  the  family  physician 
outside  to  take  an  interest  in  the  patient  while  the  patient 
is  at  the  hospital  so  that  he  may  be  ready  to  take  an  inter- 
est in  the  patient  at  the  time  of  discharge.  By  a  further- 
ance of  that  spirit,  of  an  interest  between  family  physi- 
cian and  hospital,  there  will  be  secured  one  of  the  most 
valuable  advantages  in  the  whole  plan. 

Dr.  Russell:  I  suggest  that  a  sufficient  number  of 
copies  of  the  minutes  of  the  conferences  be  distributed  to 
the  hospitals  to  enable  one  to  be  put  in  possession  of 
every  assistant  physician.  Some  of  the  matters  that 
come  up  at  the  conferences  are  such  as  require  individual 
effort  on  the  part  of  everybody  in  a  position  to  do  any- 
thing, and  I  have  found  in  talking  with  physicians  in  the 
hospitals  that  sometimes  they  have  not  seen  the  minutes. 
I  understand  it  is  due  to  the  fact  that  enough  copies  are 
not  sent. 

Dr.  Meyer  has  laid  down  a  programme  for  carrying  out 
in  a  more  systematic  and  thorough  way  what  has  been 
already  done  at  least  in  part.  To  accomplish  all  that  is 
possible  will  require  the  co-operation  of  all  concerned. 

Mr.  Chairman:  That  is  certainly  a  valuable  sugges- 
tion; and  the  chair  can  promise  that  the  Commission  will 
have  a  sufficient  number  of  copies  of  the  minutes  printed 
hereafter  to  distribute  in  quantities  to  the  hospitals. 

Dr.  Elliott:    We  should  include  the  members  of  the 
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staff  and  boards  of  managers  in  sending  the  minutes  of 
the  conferences. 

Mr.  Chairman:  There  was  a  committee  appointed  to 
consider  the  topic  of  salaries,  wages  and  hours  in  the 
various  State  hospitals  for  the  insane.  During  the  past 
week  a  communication  was  received  from  a  representative 
committee  of  the  organization  which  exists  among  nurses 
and  attendants  of  the  State  hospitals,  requesting  that  a 
delegation  from  that  organization  be  allowed  to  present 
before  the  superintendents  this  morning  their  views  on 
that  matter.  Answer  was  made  by  your  chairman  that 
the  committee  could  be  admitted  during  part  of  this  ses- 
sion and  allowed  to  present  their  views ;  and  I  would  sug- 
gest, unless  someone  has  another  plan,  that  we  hear  that 
committee  first,  before  the  report  is  made  by  our  commit- 
tee on  that  topic.  I  would  ask  if  that  delegation  is  pres- 
ent in  the  building  ? 

Mr.  McGarr:  They  will  be  present  shortly.  They 
are  in  waiting  down  stairs. 

Mr.  Chairman:  Shall  we  give  our  report  first  or  hear 
the  report  of  the  delegation  ?  If  there  is  no  motion  the 
chairman  will  suggest  that  the  delegation  be  heard  first. 
Meanwhile  I  will  call  for  the  report  on  State  Provision 
for  Inebriates  of  which  Dr.  Mabon  is  chairman. 

Dr.  Mabon  :  The  committee  has  not  had  an  opportunity 
to  prepare  its  report.  The  committee  has  not  held  a 
meeting,  although  some  correspondence  has  been  had 
with  reference  to  the  work.  The  question  is  such  a  broad 
one  that  it  will  take  a  great  deal  of  time,  several  months, 
to  get  at  the  facts  to  enable  the  committee  to  make  a 
report  which  will  be  of  any  value.  We  should  know  what 
is  being  done  in  other  States;  we  should  know  how  many 
in  this  State  will  require  aid  by  the  State.  Altogether, 
there  is  so  much  to  do  that  the  committee  can  simply 
report  progress  and  ask  to  be  continued  and  authorized  to 
get  all  the  data  available  before  making  a  report. 

Upon  motion  the  report  was  received  and  the  commit- 
tee continued. 

Dr,  Mabon:    I  would  like  to  get  the  sense  of  the 


meeting  as  to  the  advisability  of  having  a  conference  with 
some  committee  of  the  State  Medical  Society  with  refer- 
ence to  this  important  subject.  The  suggestion  was  made 
to  me  by  Dr.  Russell  some  three  -  or  four  weeks  ago,  but 
whether  it  is  desirable  to  join  with  the  State  society  at 
this  time  or  wait  another  year  is  a  question. 

Mr.  Chairman:  The  chairman  would  suggest  that  Dr. 
Mabon  and  his  colleagues  form  such  a  committee  to  con- 
fer with  the  State  Medical  Society,  unless  some  other 
better  suggestion  is  made.  Dr.  Mabon's  colleagues  are 
Dr.  Palmer  and  Dr.  Macy.  Do  you  care  to  add  to  this 
committee  ?' 

Dr.  Mabon:  No;  I  think  the  committee  should  remain 
as  at  present  organized,  but  I  wish  simply  to  know 
whether  or  not  it  is  thought  advisable  to  confer  with  the 
State  Medical  Society. 

Dr.  Howard:  It  occurs  to  me  that  we  should  have  our 
views  quite  definitely  determined  before  we  enter  into  a 
conference  with  the  State  Medical  Society  in  this  matter, 
particularly  as  to  our  arrangements  for  the  admission  of 
this  class  of  patients  to  the  State  hospitals,  or  whether  the 
plan  of  having  separate  institutions  be  urged.  The  super- 
intendents of  the  hospitals  should  be  sure  of  their  ground, 
and  my  views  would  be  to  try  and  convince  the  members 
of  the  State  Medical  Society  rather  than  going  to  them  for 
guidance  in  a  matter  which  so  materially  affects  the  inter- 
nal management  of  the  State  hospitals  themselves.  If  the 
committee  is  prepared  to  take  the  question  and  guide  it 
then  it  seems  to  me  they  are  ready  to  bring  it  up  in  the 
Medical  Society  now.  If  they  are  not  prepared  it  seems 
better  to  wait  until  they  have  prepared  themselves. 

Dr.  Russell:  I  do  not  quite  agree  with  Dr.  Hurd  in 
regard  to  what  might  be  accomplished  by  a  conference 
with  a  committee  from  the  State  society.  Quite  a  number 
of  practitioners  are  interested  in  the  care  of  alcoholics. 
They  are  consulted  about  the  cases  and  often  have  a  very 
live  interest  in  the  subject.  One  purpose  that  would  be 
served  by  a  conference  with  a  committee  from  the  State 
Society  would  be  that  the  committee  of  the  conference 
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would  get  a  point  of  view  that  would  assist  them  in  fram- 
ing such  measures  as  could  be  carried  into  effect.  In 
regard  to  the  question  of  admitting  inebriates  to  the  insti- 
tutions for  the  insane,  I  think  a  committee  from  the  State 
society  would  undoubtedly  be  guided  entirely  by  the 
views  of  the  conference  committee,  and  I  believe  it  would 
be  helpful  to  have  such  a  joint  arrangement  as  has  been 
suggested. 

Dr.  Mabon:  The  question  in  my  mind  is  whether  we 
should  confer  with  the  State  society  this  year  or  next  year, 
or  whether  we  shall  go  to  work  and  collect  data  and  then 
confer  or  ask  them  to  assist  us  in  getting  the  data.  There 
are  two  sides  to  that  question,  whether  we  shall  go  to  the 
society  for  the  information  or,  on  the  other  hand,  whether 
we  may  not  be  able  to  get  that  same  information  by  corre- 
spondence with  the  secretaries  and  presidents  of  the 
different  county  societies  and  then  when  we  have  sufficient 
data  to  make  our  deductions,  and  then  ask  for  a  joint  con- 
ference. We  should  not  limit  it  to  one  State  society  but 
to  the  two  State  societies.  My  own  belief  is  it  would  be 
better  to  follow  the  plan  just  suggested  of  getting  from 
the  secretaries  of  county  societies  the  information  desired, 
and  then  next  year  present  the  facts  and  ask  for  some 
conclusion.  There  is  no  question  of  the  need  of  some 
provision  for  alcoholics,  whether  in  the  State  hospitals  or 
whether  in  separate  institutions  or  both. 

Mr.  Chairman:  Is  there  any  further  expression  of 
opinion  by  members  of  the  conference,  otherwise  the 
matter  will  be  left  in  the  hands  of  the  committee.  Mr. 
McGarr,  Secretary  of  the  State  Commission  in  Lunacy, 
has  a  delegation  to  introduce. 

Mr.  McGarr:    Mr.  Limner  will  be  the  first  speaker. 

Mr.  Limner:  Mr.  Chairman,  Ladies  and  Gentlemen — 
Mr.  Haley  of  Middletown,  Mr.  Strong  of  Rochester  and 
myself  have  been  selected  by  the  employees  at  a  confer- 
ence of  delegates  representing  very  nearly  every  institu- 
tion of  the  State  and  our  duty  is  to  draft  a  bill  asking  the 
legislature  for  an  increase  of  wages  for  the  employees  of 
State  hospitals,  especially  those  that  are  receiving  small 
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wages  at  the  present  time.  Considering  the  cost  of  liv- 
ing, etc.,  they  believe  their  request  is  justifiable.  Now 
the  intention,  Mr.  Chairman,  of  this  committee  is  to  draft 
a  bill  that  will  meet  with  the  approval,  if  possible,  of  the 
superintendents  and  also  of  the  Commission  in  Lunacy. 
The  position  we  take  is  that  we  are  willing  to  give  and 
take.  We  believe  the  Commission,  the  superintendents 
and  employees  in  the  interest  of  the  service  should  work 
in  harmony,  and  as  for  the  employees  I  will  state  we  are 
taking  no  position  with  the  intention  of  being  arbitrary, 
but  we  believe  at  the  present  time  and  under  present  con- 
ditions it  is  necessary  for  the  employees  to  take  the  steps 
we  have  taken.  We  believe  this  would  aid  in  securing 
more  desirable  help  for  the  different  State  hospitals,  and 
we  would  appreciate  very  much,  Mr.  President,  after  pre- 
senting our  conclusions  of  what  we  thought  would  be 
right,  if  we  could  get  an  expression  of  the  Commission  and 
of  the  superintendents  that  would  guide  us  in  complet- 
ing our  bill  so  that  when  presented  to  the  legislature  it 
would  not  meet  with  the  opposition  of  the  Commission 
and  the  superintendents.  We  would  very  much  like  to 
find  out,  if  possible,  what  the  Commission  and  superin- 
tendents would  consider  right  on  this  subject. 

Mr.  Chairman:  Mr.  Limner,  the  chairman  would  like 
to  inform  you  that  in  accordance  with  a  paragraph  of  the 
Governor's  message  a  committee  has  been  in  session 
twice  and  will  meet  again  early  in  February  to  consider 
the  Governor's  suggestions  as  to  the  establishment  of  a 
Board  of  Control  to  decide  upon  and  regulate  the  wages 
of  all  employees  in  State  institutions,  including  the  insti- 
tutions for  correction,  for  general  charities,  and  for  the 
hospitals  for  the  insane.  That  committee  consists  of 
President  Stewart  of  the  State  Board  of  Charities;  Dr. 
Charles  F.  Howard,  President  of  the  Prison  Association ; 
Superintendent  Collins  of  the  Department  of  Prisons; 
Fiscal  Supervisor  Bissell  and  the  President  of  the  State 
Commission  in  Lunacy.  This  committee,  with  Comp- 
troller Glynn,  who  is  the  chairman,  will  convene  early  in 
February  and  try  and  make  some  suggestions  in  accord- 
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ance  with  the  Governor's  wish,  and  the  Commission  and 
superintendents  feel  that  they  will  be  glad  to  thresh  out 
this  matter  and  present  to  the  conference  their  ideas  and 
views;  and  I  can  assure  you  everybody  believes  and 
knows  that  the  nurses  and  attendants  are  underpaid  and 
it  is  the  concurrent  wish  of  the  conferees  that  first  of  all 
attention  should  be  given  to  see  that  they  receive  proper 
and  adequate  stipends. 

Mr.  Limner:  Our  intention  was  to  give  the  attendants 
an  increase  of  $5.00  per  month  and  those  working  in  the 
kitchen  service  receiving  small  wages.  As  to  time  we 
recommend  that  it  be  left  with  the  superintendents  to  be 
arranged  to  meet  the  conditions  of  each  hospital.  We 
realize  that  it  is  almost  impossible  to  arrange  a  time  in  all 
institutions  alike,  and  then  for  the  mechanical  departments 
we  have  asked  small  increases. 

We  shall  ask  for  an  8 -hour  day  as  eight  hours  is  the  uni- 
versal working  day  for  mechanics  throughout  the  State 
and  practically  throughout  the  United  States,  and  for  other 
positions  for  team  drivers  we  allowed  them  a  small  in- 
crease, $1.25.  From  time  to  time  it  has  been  requested 
of  superintendents  of  different  hospitals  by  the  store- 
keepers and  laundry  overseers  to  give  them  more  pay  as  it 
is  impossible  to  get  suitable  help  in  sufficient  numbers  for 
those  positions  on  account  of  wages  paid. 

Mr.  Chairman:  Does  your  proposed  bill  make  any 
change  in  the  hours  for  the  nurses  and  attendants  ? 

Mr.  Limner:    No  change. 

Dr.  Mabon:  Mr.  Limner,  would  you  want  the  legisla- 
ture to  fix  these  sums  or  would  you  be  satisfied  if  the  Com- 
mission should  get  the  amounts  ? 

Mr.  Limner:  I  would  state  it  is  the  desire  of  the  em- 
ployees to  have  it  statutory  for  the  reason  if  the  Commis- 
sion should  cut  down  the  estimate  it  would  amount  to  a 
reduction  and  that  would  cause  discontent. 

Dr.  Mabon:  Under  the  statute  the  Commission  can  fix 
the  salaries,  subject  to  the  approval  of  the  Governor, 
Secretary  of  State  and  the  Comptroller  and  it  seems  that 
it  would  assist  the  employees  very  much  to  have  the 
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Commission  do  that.  It  would  have  the  same  weight  as  the 
statute  and  on  the  other  hand  would  give  the  Commission 
the  power  to  equalize  little  things  as  they  came  up. 

Mr.  Limner:  It  was  the  intention  of  the  committee 
that  with  the  expression  of  the  Commission  and  the  super- 
intendents we  could  draft  a  bill  that  would  necessitate  no 
change  for  some  time  to  come. 

Dr.  Mabon:  If  a  schedule  of  wages  was  adopted 
by  the  Commission,  with  the  approval  of  the  Governor, 
Secretary  of  State  and  Comptroller  .then  it  would  be 
possible  for  the  Commission  to  make  increases  as  these 
seemed  desirable. 

Mr.  Limner:  We  believe  the  bill  could  be  drafted  so 
as  to  require  no  change  for  some  time  to  come. 

After  thanking  the  conference  for  the  privilege  of 
appearing  before  it  the  committee  retired. 

Mr.  Chairman:  The  chair  would  suggest  that  if  it  is 
desired  to  have  a  frank  and  full  discussion  upon  this  topic 
which  we  do  not  care  to  have  appear  in  our  minutes  that 
the  conference  go  into  a  committee  of  the  whole  so  that 
the  discussion  in  that  way  will  not  appear  in  the  minutes. 

Dr.  Macy:  I  move,  Mr.  Chairman,  that  this  conference 
go  into  a  committee  of  the  whole  and  that  the  matter  be 
discussed  there. 

The  motion  was  duly  seconded  and  unanimously 
adopted. 

Dr.  Russell  was  requested  to  act  as  chairman  of  the 
committee  of  the  whole. 

After  deliberation  the  committee  of  the  whole  rose  and 
reported,  through  Dr.  Russell. 

Dr.  Russell:  I  have  simply  to  say  that  the  committee 
of  the  whole  report  that  the  matter  seems  to  be  covered 
by  the  pending  report  of  the  committee  of  hours  and 
wages. 

On  motion,  duly  seconded,  the  report  of  the  committee 
was  accepted. 

Mr.  Chairman:  Next  in  order  is  the  report  of  the 
committee  on  salaries,  wages  and  hours,  Dr.  Wagner, 
chairman. 
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Dr.  Wagner:  Mr.  President,  Ladies  and  Gentlemen — 
The  committee  on  salaries,  wages  and  hours  consists  of 
Drs.  Pilgrim,  Smith,  Elliott  and  Wagner.  This  com- 
mittee has  given  a  great  deal  of  time  and  attention  to  this 
question  and  has  found  it  an  exceedingly  difficult  one  to 
handle.  After  a  number  of  meetings  and  much  corre- 
spondence the  committee  finally  arrived  at  a  tentative 
report  which  it  presented  to  the  Lunacy  Commission  a 
month  ago.  The  committee  is  not  fully  satisfied  with 
the  report.  It  is  simply  a  recommendation  to  the 
Lunacy  Commission  for  its  consideration  and  is  sub- 
ject to  modification.  The  committee  desires  also  to 
present  a  brief  report  in  the  matter  of  the  compensation 
for  officers.  * 

Reports  were  thereupon  read  by  Dr.  Wagner. 

Mr.  Chairman:  What  is  your  pleasure  regarding  the 
report  of  this  committee? 

Dr.  Howard:    I  move  that  it  be  accepted. 

Dr.  Ma hon  :  I  amend  the  motion  that  the  report  of  the 
committee  be  received  and  transmitted  to  the  Lunacy 
Commission  and  that  the  committee  be  continued  for  con- 
ference if  the  Commission  so  desires. 

Mr.  Rogers;  I  did  not  desire  to  open  this  discussion. 
I  think  the  report  is  an  admirable  one  and  shows  much 
thought  and  consideration  of  the  subject.  Regarding  the 
wage  schedule  for  those  technical  employees  I  suppose 
that  that  will  adjust  itself  largely  to  the  condition  of  the 
institution.  But  there  is  one  class  of  attendants  to  whom 
my  attention  has  been  drawn,  those  in  immediate  attend- 
ance upon  the  sick — the  insane.  Those  people,  the 
nurses  and  attendants,  unfit  themselves  for  work  in  the 
world  outside  of  the  institutions  just  in  proportion  to  the 
length  of  time  they  remain  in  the  service  of  these  institu- 
tions. I  have  felt  in  my  own  mind  that  they  were  the 
least  paid  of  all  classes  of  employees.  I  have  felt  that  as 
a  basis  the  charge  nurses  should  receive  the  maximum  of 
$50  for  men  nurses,  and  while  I  am  not  sufficiently 
familiar  with  the  subject  to  determine  just  what  the 
descending  scale  shall  be  I  believe  that  $50  should  be  the 
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possible  maximum;  also  that  the  minimum  should  be  in- 
creased sufficiently  to  bring  to  the  service  of  the  institu- 
tions those  persons  who  will  desire  to  remain  and  who 
may  be  retained.  I  do  not  know  what  the  Commission  as 
appointed  by  the  Governor,  of  which  our  honored  chair- 
man is  a  member,  shall  have  in  mind,  whether  they  intend 
to  present  a  bill  which  shall  bring-  to  completion  this  sub- 
ject or  not  but  I  believe  that  it  is  our  duty  that  our  views 
should  be  known  to  them,  and  these  are  my  views  on  the 
subject. 

Mr.  Chairman:  Is  there  any  further  discussion  on  this 
motion? 

Dr.  Hurd:  If  this  motion  is  to  accept  the  report  I 
should  have  to  vote  against  it.  I  am  inclined  to  think 
that  the  ward  employees,  those  in  the  actual  care  of  the 
patient,  should  be  considered  first.  Applications  for  in- 
crease of  pay  from  outside  employees  have  not  been  so 
numerous  or  imperative  as  from  those  who  are  on  the 
wards.  I  believe  we  had  better  devote  our  attention  to 
the  nurses  as  being  most  important  and  the  outside  em- 
ployees afterward,  if  necessary.  If  this  report  is  to  be 
referred  to  the  Commission  I  am  in  favor  of  it,  but  I  think 
it  is  unwise  to  adopt  it. 

Dr.  Mabon:  I  think  matters  of  this  kind  should  be 
referred  to  the  Commission,  and  also  that  those  who  enter 
the  service  should  receive  more  money.  By  referring  the 
report  to  the  Commission  and  continuing  the  committee 
as  a  conference  committee  all  those  matters  could  be 
determined  without  the  necessity  for  any  discussion 
appearing  in  the  proceedings  of  these  conferences  as  to 
the  attitude  of  the  individual  members. 

Mr.  Chairman:  To  receive  this  report  from  the  com- 
mittee is  not  to  bind  ourselves  to  adopt  the  schedule  in  any 
respect.  The  motion  is  made  to  simply  receive  the  report 
and  refer  the  whole  matter  to  the  Commission,  the  com- 
mittee to  remain  as  a  conference  committee  to  confer  with 
the  Commission  later. 

Dr.  Dewing:  If  the  reference  of  this  report  to  the 
Commission  does  not  include  any  endorsement  of  the 
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table  as  printed  by  the  Commission  I  should  be  inclined 
to  vote  for  it,  but  if  it  does  include  an  endorsement  of  the 
tables  I  would  not  be  willing  to  vote  for  it. 

It  seems  to  me  that  Dr.  Hurd  has  stated  the  matter 
clearly,  that  the  wages  paid  the  ward  attendants  and 
nurses  should  be  increased  in  order  that  a  desirable  class 
may  be  attracted  and  that  nurses  could  be  retained.  The 
difficulties  I  have  in  the  hospital  is  in  obtaining  satisfac- 
tory attendants  and  nurses,  and  this  is  not  my  experience 
with  other  employees.  My  experience  has  been  in  a  very 
large  hospital  in  the  country  and  also  in  a  small  hospital 
in  the  city  and  in  both  instances  it  was  as  I  have  stated; 
and  it  seems  to  me  that  to  attempt  the  very  large  increase 
that  has  been  recommended  both  for  ward  attendants  and 
nurses  and  for  the  other  help  would  be  sure  to  bring  about 
injury  to  the  success  of  the  entire  scheme  and  with  this 
statement  of  my  views  I  should  be  very  glad  to  have  the 
report  referred  to  the  Commission  for  further  con- 
sideration. 

Mr.  Chairman*:  Unless  objection  is  offered,  in  prepar- 
ing the  minutes  of  this  conference  no  suggestions  of  Dr. 
Wagner  will  be  incorporated  therein,  but  the  figures  will 
be  submitted  to  the  superintendents  instead  of  having 
them  appear  in  the  minutes.  The  motion  is  now  before 
you  to  accept  this  report,  with  the  request  that  the  com- 
mittee be  continued  for  future  conference  with  the  Com- 
mission and  to  refer  the  report  of  the  committee  to  the 
Commission. 

The  motion  was  unanimously  adopted. 

Mr.  Chairman:  Is  there  any  report  from  the  Commit- 
tee on  Training  Schools,  Dr.  Howard,  chairman  ? 

Dr.  Howard:    No  report. 

Dr.  Wagner:  I  would  like  to  ask  a  question  at  this 
stage  of  the  meeting.  There  is  some  talk  of  a  new  text 
book  for  use  in  the  training  schools.  One  of  my  assist- 
ants submitted  three  months  ago  a  preliminary  outline  of 
a  book  that  he  had  some  thought  of  preparing  provided 
the  project  received  any  encouragement  from  the  confer- 
ence and  he  particularly  asked  me  to  ascertain  if  there 
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was  anything  new  in  regard  to  the  matter,  so  I  would  be 
glad  to  make  some  sort  of  report  to  him  if  it  is  possible 
for  the  conference  to  authorize  any  definite  statement. 

Dr.  Mabon:  As  another  assistant  is  preparing  a  text 
book  was  it  not  decided  to  wait  until  this  book  had  been 
received  ? 

Mr.  Chairman:  The  chair  is  informed  that  Dr.  Barrus 
of  Middletown  is  also  preparing  a  text  book.  At  the  last 
conference  Dr.  Howard  presented  the  following  reso- 
lution: 

Resolved,  That  the  conference  agree  to  adopt  for  use  throughout 
the  State  hospital  service  Dr.  May's  text  book,  if  found  satisfactory 
on  completion,  to  the  members  of  the  conference,  to  the  exclusion  of 
all  outside  works. 

That  is  as  far  as  the  matter  went.  So  far  as  the 
Commission  understands  the  matter  the  State  hospital 
system  is  not  now  committed  to  any  one  text  book, 
but  it  is  hardly  advisable  or  proper,  it  seems  to  me, 
for  us  to  adopt  one  text  book  to  the  exclusion  of  one  or 
two  others. 

Dr.  Russell:  While  on  this  subject  I  would  like  to  say 
for  the  information  of  the  conference  that  the  Depart- 
ment of  Education  has  appointed  an  Advisory  Council  in 
reference  to  matters  relating  to  nurses'  education  similar 
to  the  other  Advisory  Councils  to  assist  the  depart- 
ment in  questions  relating  to  professional  education,  and 
that  I  have  the  honor  to  be  a  member  of  that  council  to 
represent  the  State  hospitals.  I  have  thought  it  advis- 
able to  mention  this  so  that  anything  the  superintendents 
believe  should  be  taken  up  with  the  Department  of  Edu- 
cation might,  if  thought  best,  be  brought  by  me  before 
the  Advisory  Council. 

Mr.  Chairman:  Is  there  anything  further  regarding 
the  matter  of  training  schools  ? 

Dr.  Dewing:  Mr.  Chairman,  it  seems  to  me  a  great 
mistake  to  adopt  One  text  book  to  the  exclusion  of  any 
other  text  book,  especially  where  two  or  more  such  books 
are  being  prepared.    It  seems  to  me  that  is  taking  the 
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ground  that  rather  narrows  the  best  teaching-  and  makes 
it  impossible  to  have  matters  presented  to  the  nurses  in 
the  best  possible  manner. 

Mr.  Chairman:  If  there  is  no  further  discussion  the 
next  in  order  is  the  report  of  the  Committee  on  Revision  of 
Blanks  and  Forms  now  used  in  the  State  hospitals,  Dr. 
Macy,  chairman. 

Dr.  Macy:  During  the  time  since  the  last  conference 
there  has  been  considerable  work  done  in  the  preparation 
of  these  blanks.  I  have  been  in  correspondence  with  a 
number  of  the  superintendents  and  have  made  quite  a 
complete  revision  of  the  blanks  presented,  so  that  I  expect 
between  now  and  the  next  conference,  to  call  a  meeting 
of  that  committee  with  the  idea  of  going  over  the  blanks 
in  which  changes  have  been  suggested  and  getting  to- 
gether data  to  send  out  to  the  various  superintendents.  I 
would  ask  that  the  committee  be  continued  until  that  can 
be  done  and  the  matter  brought  up  for  final  adoption  at 
the  next  conference.  I  have  given  nearly  a  week  to  the 
work  since  the  last  conference. 

Mr.  Chairman:  What  is  your  pleasure  regarding  Dr. 
Macy's  report  ? 

Dr.  Hutchings:  I  move  that  the  report  be  received 
and  the  committee  continued. 

The  motion  was  unanimously  adopted. 

Mr.  Chairman:  Next  in  order  is  the  report  of  the 
Committee  on  the  Annual  Report,  Dr.  Hutchings, 
chairman. 

Dr.  Hutchings:  At  the  last  meeting  this  report  was 
laid  upon  the  table  to  be  discussed  at  this  meeting.  It 
occurs  to  me  that  the  hour  is  somewhat  advanced  and  I 
would  move,  as  chairman  of  the  committee,  that  this 
matter  be  continued  until  the  next  conference  to  be  made 
a  special  order  at  that  time.  I  think  we  could  arrive  at 
some  satisfactory  conclusion  if  the  matter  was  continued 
until  the  next  conference. 

Mr.  Chairman:  If  this  is  made  a  special  order  it 
must  come  up  first,  taking  precedence  of  all  other 
matters. 
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Dr.  Hutchings:  I  will  modify  my  motion  so  as  not  to 
interfere  with  other  business. 

Dr.  Howard:    I  second  the  motion. 

Mr.  Chairman:  The  motion  is  that  the  report  of  the 
Committee  on  the  Annual  Report,  of  which  Dr.  Hutchings 
is  chairman,  be  deferred  until  the  next  conference  to  be 
taken  up  at  that  time. 

The  motion  was  adopted  unanimously. 

Mr.  Chairman:  I  will  call  for  the  report  of  the  Com- 
mittee on  The  Care  of  the  Insane  Pending  Commitment, 
Dr.  Russell,  chairman. 

Dr.  Russell:  I  wish  to  say  in  behalf  of  the  committee 
that  it  has  at  present  only  an  informal  report  to  present. 
The  investigation  has  broadened  out  much  more  than  we 
expected.  Two  meetings  have  been  held  by  the  commit- 
tee. One,  in  New  York,  was  attended  also  by  Miss 
Clark,  representing  the  State  Charities  Aid  Association, 
and  by  Dr.  Gregory  of  Bellevue  Hospital  and  Dr.  Moseley 
of  the  Kings  County  Hospital.  A  number  of  matters 
were  discussed  and  some  important  facts  stated.  It  is 
unnecessary  just  now  to  refer  to  details.  Dr.  Hurd  at 
this  meeting  suggested  that  a  circular  be  sent  to  the  hos- 
pitals asking  for  information  in  regard  to  the  actual  con- 
ditions found  to  prevail  in  regard  to  cases  before  commit- 
ment,-the  information  to  be  obtained  principally  from  the 
nurses  who  brought  the  cases  in.  This  has  made  possible 
a  study  of  the  situation  such  as  perhaps  has  never  been 
possible  before.  The  principal  concern  of  the  committee 
in  the  beginning  was  in  regard  to  the  prevailing  method 
of  having  policemen  called  upon  so  often  to  manage  the 
insane  and  the  detention  of  insane  persons  in  jails  and 
other  objectionable  places.  The  information  now  at 
hand,  however,  shows  that  there  are  other  things  to  be 
considered.  These  relate  to  the  condition  of  the  patients 
in  their  homes  and  the  reasons  for  those  conditions  and 
the  results.  These  conditions  are  dependent  more  particu- 
larly on  the  great  ignorance  that  prevails  regarding  in- 
sanity. From  more  than  one  direction  we  have  received 
statements  to  this  effect.    Superintendents  and  the  resi- 
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dent  alienists  at  general  hospitals  relate  almost  exactly 
the  same  experiences.  People  do  not  recognize  that  the 
patient  is  insane  until  some  overt  act  is  committed.  Phy- 
sicians are  timid  about  taking  early  action.  Some  of  the 
facts  brought  out  seem  to  indicate  that  perhaps  some  of 
the  objectionable  features  may  be  easily  removed.  We, 
therefore,  would  request  that  the  committee  be  continued 
and  report  at  the  next  conference. 

Mr.  Chairman:  During  the  last  thirty-five  years  phil- 
anthropists have  been  interested  in  first-aid  to  the  injured, 
but  it  seems  that  few  have  imagined  that  there  is  such  a 
thing  as  first-aid  to  the  insane.  There  has  been  little  prog- 
ress made  in  the  earliest  treatment  of  the  insane,  a  fact 
which  is  perhaps  due  to  the  survival  of  the  old  supposition 
that  the  insane  were  possessed  of  the  devil.  While  enjoy- 
ing breakfast  recently  with  Dr.  Howard  at  Rochester  we 
were  alarmed  by  hearing  several  pistol  shots  at  the  front  of 
the  hospital.  Upon  going  out  we  discovered  that  a  sheriff 
was  chasing  a  negro.  The  negro,  who  was  trying  to 
escape  after  leaving  a  patrol  wagon  at  the  door  of  the 
general  hospital  located  beside  the  State  hospital,  had 
thrown  off  his  overcoat,  run  for  his  life  till  breathless,  and 
finally  sank  down  with  his  face  in  the  snow  in  abject 
terror.  The  policeman  obliged  him  to  rise  and  he  was 
able  to  walk  back  to  the  hospital  and  it  was  learned 
that  the  negro  was  arrested  because  supposed  to  be  insane. 
One  of  the  staff  of  the  hospital  who  was  near  enough  to 
hear  his  cries  reported  that  the  language  of  this  poor 
fellow  was  very  incoherent  and  delusional.  This  is  an 
instance  of  first-aid  to  the  insane  as  rendered  by  the 
police.  In  how  long  a  time,  if  ever,  can  the  effects  of  such 
brutality  be  obliterated  from  this  poor  lunatic's  memory  ? 
The  committee  on  this  important  topic  I  am  glad  prefers 
to  defer  its  report  until  the  next  conference,  when  more 
time  will  be  available.  What  is  your  pleasure  with  the 
report  ? 

Dr.  Macy  :  I  move  that  the  report  be  received  and  the 
committee  continued. 

The  motion  was  duly  seconded  and  unanimously  adopted. 
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Mr.  Chairman.  Is  there  any  further  business  before 
the  conference  ? 

Dr.  Howard:  I  introduce,  by  request,  the  following; 
resolution: 

Resolved^  That  this  conference,  through  its  Board  of  Medical 
Examiners,  requests  the  Civil  Service  Commission  to  remove  the 
three-year  restriction  for  Medical  Internes  in  State  hospitals. 

This  conference  has  a  Board  of  Medical  Examiners.  I 
am  informed  by  the  Civil  Service  Commission  that  this 
restriction  was  placed  by  the  Civil  Service  Commission  at 
the  request  of  the  State  Hospital  Board  of  Medical  Exam- 
iners and  that  it  would  be  glad  to  remove  it  as  the  condi- 
tions which  led  to  its  adoption  have  changed  and  do  not 
operate  at  this  time. 

Mr.  Chairman:  Is  this  important  resolution  of  Dr. 
Howard's  seconded? 

Dr.  Meyer:    I  second  the  resolution. 

Dr.  Mabon:  I  would  like  to  ask  the  reasons  for  the 
request? 

Dr.  Howard:  The  reasons  that  bear  in  upon  me  are 
that  difficulties  are  encountered  in  securing  medical 
internes  for  the  service  in  certain  parts  of  the  State  and 
that  the  three  years  restriction  is  too  short,  and  it  is  the 
suggestion  of  the  Civil  Service  Commission  that  it  be 
removed  entirely  for  medical  internes  as  they  are  not  in 
the  competitive  class  and  not  eligible  for  promotion  and 
that  the  matter  had  much  better  be  left  with  each  individ- 
ual superintendent. 

Dr.  Mabon:  I  attended  that  meeting  and  the  request 
was  made,  if  I  am  not  mistaken,  by  the  Civil  Service  Com- 
mission for  some  restriction  and  that  we  put  in  something 
of  that  kind.  I  am  decidedly  opposed  to  having  this  reso- 
lution adopted.  It  opens  the  doors  wide  for  undesirable 
people  to  make  application  for  internes,  and  I  don't  think 
there  should  be  any  letting  up  on  this  restriction ;  I  think 
three  years  are  ample.  We  find  it  hard  for  men  coming 
in  to  adapt  themselves  to  the  conditions  of  the  hospitals. 

Dr.  Wagner:    I  feel  obliged  to  offer  an  objection  on 
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remove  this  restriction  entirely  opens  the  door  pretty  wide 
for  a  class  of  men  that  we  do  not  look  upon  as  desirable 
for  the  service.  I  feel  it  perhaps  a  little  keenly  just  at  the 
present  time  for  the  reason  that  some  influential  people 
have  recently  sought  to  have  me  take  on  as  medical  interne 
a  man  who  has  been  trying  to  practice  medicine  for  ten 
years,  and  it  was  very  satisfying  that  I  could  say  to  his 
friends  that  he  has  been  in  practice  too  long-.  I  should  be 
in  favor  of  making  it  four  years  instead  of  three. 

Dr.  Russell:  I  happen  to  know  a  little  about  the  his- 
tory of  the  matter.  I  think  it  first  came  up  with  the  Civil 
Service  Commission  in  regard  to  having  a  Board  of  Exam- 
iners appointed  to  represent  the  State  hospital  service,  the 
object  being  to  keep  off  the  lists  certain  physicians  who 
were  not  considered  desirable.  This  was  the  outcome  of 
experience  when  the  position  of  interne  was  competitive. 
We  at  first  suggested  an  age  limit,  but  this  was  not  accept- 
able to  the  Civil  Service  Commission.  We  then  decided 
upon  the  three  year  period  for  medical  internes  and  five 
years  for  juniors.  As  the  position  of  interne  is  not  now 
competitive  there  is  not  the  same  difficulty  as  then,  but  I 
am  inclined  to  think  that  if  the  restriction  be  removed 
there  will  later  be  strong  pressure  brought  to  bear  to  have 
also  the  five  year  limit  removed  in  regard  to  junior 
physicians. 

Dr.  Meter:  The  reason  I  seconded  the  motion  is  the 
following:  Not  infrequently  it  occurs  that  physicians  who 
are  amply  qualified  find  themselves  in  a  position  of  having 
been  away  from  college  for  some  years,  and  it  puts  them 
out  of  competition  for  our  position.  I  believe  we  should 
als£>  consider  the  fact  that  by  no  means  all  the  physicians 
who  are  not  successful  in  outside  practice  should  be  ranked 
among  the  men  who  would  not  be  successful  in  hospital 
practice.  If  after  having  had  two  years  in  the  hospital 
service  he  tries  the  outside  work  for  perhaps  two  years, 
unwilling  to  surrender,  it  simply  shows  that  he  has  stamina 
to  undertake  work  in  many  ways  considerably  more  diffi- 
cult than  outside  practice,  but  more  adapted  to  certain 


temperaments.  It  would  be.  I  think,  rather  detrimental 
if,  in  order  to  fight  such  situations  as  Dr.  Wagner  mentions, 
we  would  have  to  block  the  possibility  of  securing  men  for 
internes.  I  think  it  would  only  be  to  the  advantage  of 
the  service  if  we  had  more  latitude  concerning  that  posi- 
tion. I  think  it  would  rather  encourage  physicians*  going 
into  the  service  if  the  superintendents  turned  out  a  few 
undeserving  persons  rather  than  limiting  the  opportunities 
at  this  end.  That  is  why  I  seconded  the  motion  and  why 
I  consider  it  very  desirable  to  leave  off  the  age  limit  in 
these  non-competitive  positions. 

Dr.  Mabon:  I  think  that  the  object  mentioned  by  Dr. 
Wagner  is  perhaps  more  even  than  Dr.  Meyer  thinks.  I 
have  during  the  past  year  and  one-half  had  to  fall  back  on 
that  Civil  Service  provision  and  in  one  case  I  asked  the 
Lunacy  Commission  to  help  me  out  with  the  Civil  vService 
Commission  to  have  exemption  made  and  it  was  a  very 
unsatisfactory  experience.  I  do  not  care  to  state  here  in 
public  what  that  experience  was  but  if  anyone  wants  to 
know  I  will  tell  them.  Men  who  have  been  out  of  practice 
for  more  than  two  years  have  the  opportunity  of  taking 
the  examination  for  junior  physician  and  that  certainly  is 
a  better  inducement  than  an  interne  at  $50.  I  hope  the 
members  of  the  conference  will  consider  this  thing  and 
that  they  will  not  vote  on  it  until  another  meeting  because 
it  means  a  great  deal  to  the  State  hospital  system. 

Dr.  Dewing:  Mr.  Chairman — It  seems  to  me  it  is 
unfair  to  stigmatize  a  man  who  has  been  away  from  college 
for  three  years  as  likely  to  be  a  failure  from  a  hospital  stand- 
point. Many  conditions  may  have  made  it  seem  impossi- 
ble to  that  man  to  keep  in  general  practice,  and  I  know  of 
instances  where  such  men  would  be  valuable  in  the  hospi- 
tal service  and  it  is  very  desirable  to  be  able  to  take  such 
a  physician  in  at  once,  without  waiting  for  the  Civil  Service 
examination.  I  can  not  dispute  Dr.  Mabon's  individual 
experience,  but  I  do  not  think  that  it  is  universal — it  has 
not  been  so  in  my  own  case,  and  I  would  like  to  be  able 
to  appoint  as  interne  men  who  had  been  graduated  more 
than  three  years. 
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Dr.  Wagner:  It  would  be  much  better  if  this  rule  could 
be  left  as  it  is  aud  on  cases  being  presented  requiring 
special  consideration  we  can  ask  for  a  waiving  of  the  rule 
by  the  Civil  vService  Commission. 

Dr.  Howard:  The  Civil  Service  Commission  will  not 
waive  in  any  individual  case. 

Dr.  Elliott:  The  objections  which  have  been  raised 
by  some  of  the  members  to  the  restriction  in  regard  to 
internes  might  be  offset  by  some  sort  of  provision  with 
regard  to  an  age  limit,  and  also  with  regard  to  the  limit  of 
time  to  be  served  in  this  grade.  It  is  now  a  year,  pro- 
vided the  appointee  qualifies  for  the  State  license. 

Dr.  Meyer:  Just  one  remark.  It  seems  to  me  that  if 
we  could  hit  upon  a  way  of  sizing  up  individuals  who  have 
had  the  advantages  of  hospital  work  for  six  months  or 
for  one  year  we  would  have  a  weapon  to  meet  political 
influence  from  the  outside.  "We  ought  to  attain  some- 
thing which  I  believe  is  not  done  at  the  present  time  with 
any  degree  of  success,  that  is  to  eliminate  drones  and  un- 
progressive  individuals  from  the  staff.  That  is  at  least 
my  experience.  There  is  no  other  method  which  would 
make  it  relatively  easy  and  impersonal  to  be  practicable. 
Possibly  by  arranging  for  a  test  to  show  what  they  have 
done  and  acquired  in  six  months  or  one  year  at  the  hospi- 
tal, the  superintendents  would  be  protected  and  we  could 
then  eliminate  arbitrary  rules. 

Dr.  Russell:  There  are  other  restrictions  that  operate 
in  making  up  these  lists  and  it  seems  to  me  it  might  be 
advisable  to  refer  the  whole  matter  to  a  committee. 
When  a  junior  happens  to  be  a  resident  of  another  State 
he  goes  to  the  foot  of  the  list,  no  matter  how  high  he  has 
passed  at  the  examination.  In  one  instance  the  Civil 
Service  Commission  kindly  held  an  examination  in  another 
vState.  Several  men  came  up  but  of  course  they  all  had  to 
go  to  the  foot  of  the  list.  It  seems  to  me  there  are  several 
important  matters  relating  to  this  subject  which  might  be 
profitably  considered  by  a  committee. 

Dr.  Howard:  I  move  that  the  matter  be  referred  to 
the  Board  of  Medical  Examiners  to  take  it  up  in  its  several 
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bearings  and  report  at  the  next  conference,  and  withdraw 
my  former  motion. 

Mr.  Chairman:  Dr.  Howard  moves  that  the  resolution 
be  referred  to  the  Board  of  Medical  Examiners  with  the 
request  that  they  report  upon  the  matter  at  the  next  con- 
ference. 

Dr.  Dewing:  I  just  wish  to  remark  that  I  am  afraid 
Dr.  Howard  did  not  think  when  he  made  that  motion  of 
the  complexion  of  that  committee.  I  should  be  obliged  to 
vote  against  the  motion  although  I  am  on  the  committee. 

Mr.  Chairman:  If  Dr.  Howard's  resolution  fails  then 
nothing  will  be  done  about  it. 

Dr.  Hurd:    I  move  we  adjourn. 

The  motion  to  adjourn  was  carried. 

Before  going  to  press  the  Topic  Committee  reported 
that  the  paper  for  the  next  conference  would  be  on  the 
"Proper  Size  of  Hospitals  for  the  Insane,"  by  Dr.  Charles 
W.  Pilgrim. 

Frank  P.  Hoffman, 

Secretary  of  the  Conference. 


MINUTEvS   OF   A    CONFERENCE   OF  THE 
DOWN  STATE  HOSPITALS. 


Minutes  of  a  conference  of  the  down  State  hospitals, 
held  at  the  Hudson  River  State  Hospital,  Poughkeepsie, 
N.  Y.,  February  27th  and  28th,  1907. 

Present — 

Dr.  Adolf  Meyer,  Director  of  the  Pathological  Institute. 
Dr.  C.  B.  Dunlap,  Chief  Associate  in  Neuropathology,  Pathological. 
Institute. 

Dr.  C.  Macfie  Campbell,  Assistant  Physician,  Pathological  Institute. 
Dr.  William  L.  Russell,  Medical  Inspector  of  the  State  Commission 
in  Lunacy. 

Dr.  R.  C.  Woodman,  Dr.  Clara  Barrus,  Dr.  Nelson  W.  Thompson, 
Dr.  Harry  B.  Ballou,  Dr.  Julia  F.  Fish  and  Dr.  John  Do\vljn<;, 
of  the  Middletown  State  Homeopathic  Hospital. 

Dr.  Aaron  J.  Rosanoff  and  Dr.  Donald  L.  Ross,  of  the  Kings  Park 
State  Hospital. 

Dr.  Joseph  Smith,  of  the  Long  Island  State  Hospital. 

Dr.  Philip  Smith,  Dr.  Charles  W.  Chapin,  Dr.  Chester  Waterman 
and  Dr.  Joseph  W.  Moore,  of  the  Manhattan  State  Hospital. 

Dr.  C.  L.  Vaux,  of  the  Central  Islip  State  Hospital. 

Dr.  Amos  T.  Baker  and  Dr.  Raymond  F.  C.  Kieb,  of  the  Matteawan 
State  Hospital. 

Dr.  Isham  G.  Harris,  First  Assistant  Physician,  and  the  other  mem- 
bers of  the  staff  of  the  Hudson  River  State  Hospitals. 

The  conference  convened  at  2.30  p.  m.,  February  27th, 
and  the  following-  group  of  cases  was  presented: 

CASES  PRESENTING  NEURASTHENIC  SYMPTOMS. 
By  Dean  Miltimore,  M.  D. 

We  present  for  your  consideration,  in  order  to  obtain 
your  aid,  a  series  of  four  cases  presenting  neurasthenic 
symptoms.  Although  not  agreeing  in  all  particulars  with 
the  classical  picture  of  neurasthenia,  a  tentative  diagnosis 
of  that  condition  has  been  made  in  each  of  the  cases  to  be 
presented;  whether  on  sufficient  grounds  or  not,  is  the 
question  for  decision. 
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In  a  typical  case  of  neurasthenia  we  would  expect  to 
find  symptoms  about  as  follows:  (i)  Depression  of 
spirits,  sense  of  ill-being  and  lowering'  of  the  emotional 
tone.  (2)  Hypochondria,  worry  and  morbid  introspection. 
(3)  A  decrease  of  the  power  to  do  continued  efficient 
work,  physical  and  mental.  Nevertheless  when  under 
stress  for  brief  periods  of  time,  the  efforts  of  the  patient 
often  give  results  surprisingly  good,  when  the  usual  lan- 
guid attitude  is  considered.  This  is  perhaps  the  explana- 
tion of  the  difficulty  we  have  had  in  showing  mental  tire 
in  two  of  our  cases,  by  means  of  formal  tests,  and  of  our 
being  obliged  to  use  their  actions  on  the  wards  as  the 
principal  demonstration  of  this  symptom. 

To  avoid  needless  repetition,  let  us  at  this  time  briefly 
consider  the  question  of  differential  diagnosis. 

In  the  ordinary  cases  of  neurasthenia  we  would  expect  to 
rule  out  organic  disease  and  symptomatic  depression  on 
an  organic  basis  by  a  careful  physical  examination.  This, 
of  course,  applies  to  tabes  among  other  diseases. 

We  expect  to  rule  out  paresis  by  the  lack  of  character- 
istic physical  signs,  and  the  absence  of  memory  and 
speech  defects.  The  neurasthenic  has  a  clear  mental 
grasp  on  all  his  symptoms  and  shows  a  marked  lack  of 
tangible  disturbance  of  thought,  in  spite  of  his  frequent 
complaint  of  the  same. 

We  expect  to  rule  out  dementia  praecox  by  the  lack  of 
deterioration,  of  dullness  and  apathy,  of  hallucinations 
and  of  catatonic  symptoms.  The  delusions  of  the  neuras- 
thenic do  not  assume  the  fantastic  character  which  we  so 
often  find  in  those  of  the  praecox  type. 

Involutional  melancholia  is  frequently  difficult  to  ex- 
clude, and  the  abstracts  of  the  cases  to  be  presented  are 
more  suggestive  of  this  psychosis  than  the  actual  condi- 
tions of  the  patients  would  warrant,  in  spite  of  efforts  made 
to  avoid  this  danger.  In  involutional  melancholia  the 
anxiety  is  more  intense  and  is  usually  accompanied  by 
agitation  and  motor  activity.  Of  course,  if  the  age  does 
not  approach  that  of  the  involution  period,  or  if  there 
should  be  definite  hallucinations,  or  plainly  demonstrable 
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deterioration,  the  differentiation  between  the  two  condi- 
tions becomes  comparatively  easy. 

Essential  depression  on  a  moral  basis  is  ruled  out  by 
attention  to  the  exciting-  cause  of  the  depression. 

We  expect  to  rule  out  hysteria  by  the  lack  of  any  great 
emotional  variability  and  by  the  absence  of  hysterical 
stigmata. 

A  manic-depressive  depression  is  characterized  by  sad- 
ness, retardation,  diminished  motor  activity  and  narrowing 
of  the  field  of  thought.  A  history  of  previous  attacks 
may  help  us,  but  we  must  not  forget  that  there  may  be 
recurring  attacks  of  neurasthenia. 

The  effect  of  rest  is  always  a  point  to  be  considered. 

The  first  patient,  E.  L.  R.,  is  a  woman  of  63,  single, 
with  common  school  education,  always  delicate  and  nerv- 
ous. At  the  age  of  45,  at  the  menopause,  she  became 
more  nervous  and  irritable;  she  was  troubled  by  pain  in 
the  head  and  back,  suffered  from  insomnia,  which  was 
relieved  by  the  use  of  sedatives.  After  about  eighteen 
months  the  patient  was  better  but  kept  a  tendencv  to 
various  (physical)  complaints.  At  61  she  fell  and  struck 
the  back  of  the  head  on  the  sidewalk.  Her  old  symptoms 
returned,  but  with  less  irritability.  She  became  agitated, 
moaned  and  groaned  about  her  physical  condition,  wan- 
dered about  restlessly.  At  63  she  had  to  be  committed 
for  fear  of  'Mack  of  self-control;"  she  proved  to  be  in- 
active, careless  of  herself,  lounging  about  on  the  settees. 
When  approached  she  would  readily  wail,  "Oh!  I  don't 
know  how  I  can  live  until  night;  Oh!  it  will  kill  me 
now;  Oh!  I  am  all  choked  up  right  here  (puts  hands  to 
throat) ;  I  am  the  worst  sufferer  in  this  building;  Oh !  Oh  ! 
I  suffer  so;  Oh!  doctor,  I  wish  you  could  help  me;  I  want 
to  die."  (Moaned,  groaned  and  cried) .  "You  will  send 
me  to  some  noisy  ward."  There  were  no  self-accusations. 
The  patient  complained  of  pain  on  the  top  of  the  head  and 
down  her  spine,  and  of  sensations  of  heat;  the  pain  m  the 
spine  "comes  around  to  my  stomach."  Orientation 
(except  at  times  for  day  of  the  week),  memory,  attention 


and  simple  calculation  were  good,  but  ability  to  make  re- 
peated subtractions  of  seven  was  poor,  as  also  lack  of 
punctuation  in  writing.  Physically  no  foundation  was 
found  for  her  complaints.  She  recovered  rapidly  and  was 
discharged  well  in  six  weeks  and  has  remained  well. 

Diagnosis  at  staff  meeting:  Allied  to  involutional  mel- 
ancholia with  neurasthenic  features. 

Etiology:  Climacteric;  fall  on  the  back  of  the  head; 
paternal  first  cousin  had  committed  suicide. 

The  second  patient,  M.  O.,  is  a  woman  53  years  old;  is 
one  of  twins;  is  married  and  has  had  four  children. 
Childhood  and  development  normal.  Her  family  history 
is  negative. 

At  the  age  of  41  she  was  restless,  nervous  and  com- 
plained of  vague  pains  and  aches.  She  was  under  treat- 
ment here  for  a  period  of  five  months  when  she  was  dis- 
charged recovered,  with  a  diagnosis  of  acute  melancholia. 

After  leaving  the  hospital  she  had  recurrences  of  head- 
ache, backache  and  nervousness  which  seem  to  have  been 
the  principal  indication  for  a  vaginal  hysterectomy  in 
1895.  From  that  time  on,  though  nervous,  she  remained 
well  and  conducted  herself  naturally  until  1904,  when  she 
complained  of  neuralgia  and  nervousness,  and  was  admitted 
to  a  general  hospital.  There  she  was  suspicious;  said  the 
medicine  was  poisoned,  though  she  "knew  better."  She 
became  dissatisfied,  left  there  and  was  committed  to  this 
institution. 

The  second  attack  closely  resembled  the  previous  one. 
She  had  dreams  and  feared  their  fulfillment.  She  was 
melancholy:  thought  everything  eaten  and  medicine 
taken  poisoned.  She  was  hypochondriacal  and  desired 
attention,  but  showed  no  uneasiness  or  anxiety.  She  was 
well  oriented,  except  for  the  finer  divisions  of  time.  Her 
memorv  was  good,  though  she  was  unable  to  give  the 
years  of  important  events.  Her  calculation  was  poor  and 
she  showed  lack  of  definite  effort.  Discharged  in  January, 
1905,  as  "not  insane." 

After  leaving,  she  attended  to  her  work  until  August, 


43 


1905,  when  she  began  to  complain  of  things  being  dirty. 
vShe  lost  interest  in  housework  and  made  little  effort  to 
care  for  her  person.  She  became  suspicious  of  the  food 
and  could  not  help  letting  this  idea  control  her  actions. 
She  thought  the  chairs  that  were  used  by  other  people 
were  "spoiled"  and  she  wanted  them  destroyed.  She 
would  wash  her  hands  frequently.  She  was  readmitted 
May  11,  1 906. 

At  first  she  was  quiet  and  inactive.  Then  she  became 
melancholy,  tearful  and  agitated,  and  neglected  her  per- 
son, and  in  conversation  frequently  referred  to  the  subject 
of  her  numerous  pains  and  aches.  Orientation  and 
memory  tests  were  good,  but  calculation  was  rather  poor. 
There  were  no  self -accusations. 

During  her  stay  in  the  hospital  she  has  shown  very  little  • 
change.  She  complains  of  indigestion,  of  inability  to  con- 
trol her  actions,  of  rheumatism  and  pains  all  over.  In 
January,  1907,  she  had  a  slight  attack  of  the  grippe  and 
her  mental  symptoms  have  grown  worse  since.  Now  she 
is  melancholy  though  not  agitated,  is  careless  and  without 
interest  in  anything,  and  claims  there  is  a  load  over  her 
all  the  time.  She  cries  readily  and  everything  tires 
her.  In  going  upstairs  she  rests  at  every  landing.  She 
can  not  control  her  attention  in  attempting  to  read  and 
has  difficulty  in  recalling  dates. 

Physically  there  was  discovered  no  foundation  for  her 
complaints.  Blood  examination  shows  a  decrease  in 
haemoglobin  with  increase  in  leucocytes  which  is  accounted 
for  by  the  recent  attack  of  the  grippe. 

Diagnosis:    Neurasthenic  condition  with  obsession  of 
uncleanliness. 

Etiology:  Climacteric. 

The  third  patient,  A.  P.  M.,  is  a  woman  32  years  old; 
married,  and  the  mother  of  one  child.  She  was  always  of 
a  quiet  disposition  and  devoted  to  her  home.  Her  father 
had  a  neurotic  tendency ;  he  worried  about  his  physical 
condition,  and  thought  he  had  heart  disease.  Her 
mother  "complains  "  since  climacteric. 
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The  patient  received  the  equivalent  of  a  high  school 
education.  At  the  birth  of  her  child  she  was  lacerated 
and  her  convalescence  was  slow.  Two  years  ago  she  was 
in  a  sanitarium  because  of  "  many  vague  pains  and  physi- 
cal ailments."  A  little  while  after  leaving  the  sanitarium 
she  began  to  make  a  host  of  complaints :  "  Distress  in  the 
stomach,"  "disturbed  digestion,"  "pain  in  the  back." 

In  September,  1905,  she  was  operated  upon  for  floating 
kidney.  Subsequently  she  complained  of  pain  in  neck 
and  the  physician  made  an  incision  on  either  side  of  the 
neck  posteriorly,  but  he  found  nothing  abnormal.  She 
has  had  two  laparotomies, — one  to  correct  "uterine  dis- 
placement," the  other  to  correct  "prolapsed  viscera." 
Lately  she  has  interpreted  the  clicking  of  her  joints  to  be 
a  sign  of  disease.  She  has  neglected  her  home  and  child 
and  has  become  careless  of  her  personal  appearance. 
Recently  she  began  to  crave  liquor  and  when  she  suc- 
ceeded in  obtaining  it  would  drink  to  intoxication. 

On  admission  to  the  hospital  she  claimed  that  her  hus- 
band treated  her  badly,  that  he  slapped  her  face,  and  that 
he  stayed  out  late  at  night.  (He  is  a  clergyman.)  She 
wants  to  be  examined  constantly,  desires  osteopathic 
treatment  and  is  willing  to  have  another  operation.  She 
holds  her  hand  to  her  throat  continually  and  takes  liquid 
food  onlv,  for  fear  of  hurting  her  throat.  Her  actions  are 
slow  because  of  her  pains,  and  she  denies  that  she  sleeps. 
There  is  no  emotional  variation.  She  co-operates  with 
the  examiner,  but  her  conversation  deflects  to  greatly 
elaborated  whining  hypochondriacal  complaints;  e.  g., 
"  the  kidneys  change  when  urinating." 

Her  orientation,  memory  and  grasp  on  general  informa- 
tion and  school  knowledge  were  good.  At  first  she 
showed  difficulty  in  simple  subtraction,  but  she  practiced 
examples  and  subtracted  readily  and  correctly  after  trial. 
There  were  no  self-accusations,  nor  was  there  any  anxious 
agitation. 

She  holds  her  head  in  torticollis  position  without  ana- 
tomical cause.  There  is  universal  cutaneous  analgesia 
and  tremor  of  closed  eyelids.    The  deep  reflexes  are  nor- 
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mal,  the  superficial  reflexes  are  sluggish.  There  is  slight 
perineal  laceration  and  some  sub-involution.  Blood  count 
normal. 

Diagnosis:  Neurasthenic  state  plus  an  hysterical 
element. 

Etiology:  Heredity,  constitutional  makeup.  Hysteri- 
cal element  (?).  Hypochondriasis. 

The  fourth  patient,  L.  V.  D.,  is  a  woman,  40  years  old, 
twice  married  and  is  the  mother  of  three  children.  She 
has  always  been  subject  to  "the  blues."  She  has  a  mater- 
nal aunt  insane.  Her  second  marriage  was  very  unhappy, 
her  husband  being  very  dissipated  and  abusive.  Subse- 
quent to  her  last  confinement  menstruation  has  been  scanty. 

In  March,  1906,  she  became  very  "nervous  and  upset," 
and  could  not  attend  to  her  household  duties.  She  was 
' 4  depressed  at  times  and  again  somewhat  excited."  When 
she  became  nervous  she  would  go  out  of  the  house, 
walk  around  and  sing  so  as  to  relieve  her  feelings.  She 
neglected  her  personal  appearance  and  suffered  from 
insomnia. 

Since  admission  to  the  hospital  she  has  been  constantly 
melancholy,  nervous,  fidgety  and  opposed  to  any  distinct 
exertion.  Her  chief  source  of  worry  is  that  she  may 
become  a  raving  maniac.  She  complains  of  paresthesias, 
peculiar  sensations  and  pains  in  her  body.  The  least 
physical  exertion  tires  her.  She  cares  for  herself  in  a 
limited  way  in  response  to  commands.  She  sleeps  fairly 
well,  but  claims  she  is  more  tired  in  the  morning  than  at 
night,  and  thinks  she  is  the  worst  sufferer  in  the  building. 

When  admitted  she  claimed  that  her  depression  was  due 
to  her  husband's  ill-treatment  of  her,  although  there  was 
some  worry  because  of  her  own  condition.  The  worry 
over  her  condition  has  increased  gradually,  until  new  the 
matter  of  her  husband's  treatment  receives  little  atten- 
tion. Her  thoughts  have  become  self-centered,  and  her 
inactivity  and  early  fatigue  have  increased. 

Her  orientation  and  memory  are  good,  except  for 
specific  dates,  and  her  attention  is  fair.     She  occasionally 
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makes  mistakes  in  simple  mental  arithmetic  and  has  some 
difficulty  in  continuous  calculation.  This  condition  is 
more  marked  after  prolonged  application.  Her  writing  is 
fair  but  there  is  no  punctuation. 

On  vSeptember  28,  1906,  she  became  more  melancholy, 
agitated  and  tearful;  more  hopeless  in  her  attitude.  In 
December  she  obtained  the  tin  top  of  a  fancy  cracker  box 
and  concealed  it  with  suicidal  intent.  At  the  present  time 
she  is  somewhat  brighter.  There  have  been  no  self- 
accusations. 

Physically  there  is  slightly  diminished  pain  sense.  The 
patellar  reflexes  are  slightly  increased.  There  is  a  fine 
tremor  of  the  eyelids,  and  of  the  muscles  of  the  tongue, 
hands  and  fingers.  Her  perineum  and  cervix  are  slightly 
torn  and  she  has  a  retroverted  subinvoluted  uterus.  Her 
urine  and  blood  are  normal. 

Diagnosis:  Symptomatic  depression  plus  neurasthenic 
featu res. 

Etiology:  Climacteric — hypochondria — maternal  aunt 
insane.    Retroverted  subinvoluted  uterus. 

Dr.  Harris:  Gentlemen,  you  have  had  three  cases 
presented,  and  one  read,  which  make  a  very  interesting 
group,  and  we  will  be  glad  to  have  the  subject  discussed 
very  fully.    The  subject  is  now  open  for  discussion. 

Dr.  Woodman:  These  cases  are  such  as  we  have  met 
in  our  daily  work  and  tried  to  understand  and  help.  The 
case  A.  P.  M.  is  such  as  I  have  been  accustomed  to  con- 
sider constitutional  depression,  or  perhaps  I  might  say 
depression  due  to  adequate  cause  in  one  who  for  constitu- 
tional or  other  reasons  can  not  satisfactorily  settle  with 
the  difficulties.  This  case  is  interesting  in  the  matter  of  a 
diagnosis  between  neurasthenia  and  psychasthenia  and  an 
hysterical  condition.  I  do  not  think  that  such  states  are 
by  any  means  necessarily  hysterical.  It  was  brought  out 
that  her  father  was  always  subject  to  similar  hypochondri- 
acal ideas.  We  have  no  reason  to  suppose  that  the  father 
was  in  any  way  an  hysterical  person,  and  we  may  equally 
assume  that  the  daughter  can  have  such  symptoms  with- 
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out  undergoing  a  distinctly  hysterical  process.  She  has 
well  fixed  ideas  with  physical  expression  which  cause  her 
to  hold  her  head  in  a  particular  position  and  to  feel  par- 
ticular pains.  We  know  that  such  things  occur  in  hypo- 
chondriacal and  other  psychasthenic  conditions.  On  the 
other  hand  there  is  a  tendency  to  cutaneous  anaesthesia, 
to  dullness  of  sensation  when  pricked  with  a  pin.  This 
partial  anaesthesia  may  be  an  hysterical  symptom. 

Another  thing  which  makes  us  look  out  particularly  for 
further  hysterical  traits  is  that  the  particular  trouble  with 
her  neck  came  on  after  her  operation,  and  it  is  in  connec- 
tion with  the  mental  stress  of  such  an  event  that  the 
hysterical  disorders  are  likely  to  appear. 

In  the  case  M.  O.,  we  see  a  woman  who  worried  about 
herself,  lost  control  of  herself,  got  into  a  condition  where 
she  did  not  sleep,  worried  about  it  night  and  day.  Xow 
that,  it  seems,  is  not  very  different  from  the  experience 
that  almost  anyone  of  us  has  who  has  had  a  temporary 
time  of  struggle,  of  stress  or  difficulty.  Anyone  who  finds 
himself  sick  or  worried  reaches,  to  a  degree,  the  same 
condition  of  mind.  We  must  all  admit  our  susceptibility 
to  such  worry.  We  may  not  be  quite  so  sick,  and  perhaps, 
too,  our  sources  of  worry  are  not  quite  so  pronounced  and 
we  recover  in  a  shorter  time. 

Dr.  Rosanoff:  I  would  like  to  say  with  regard  to  the 
first  case,  E.  L.  R.,  the  record  of  which  was  read,  the 
second  case,  M.  O.,  and  finally  this  last  one,  L.  V.  D., 
that  there  were  a  number  of  features  about  all  of  them 
that  suggest  the  possibility  of  manic-depressive  insanity. 
This  idea  may  appear  very  queer,  inasmuch  as  in  not  a 
single  one  of  these  cases  wTas  there  shown  any  depression, 
dearth  of  ideas,  retardation,  etc.,  but  I  believe  that  the 
conception  that  manic-depressive  insanity  is  necessarily  a 
condition  characterized  by  these  symptoms  is  a  wrong 
one.  I  think  it  is  better  to  look  upon  manic-depressive 
insanity  as  it  is  looked  upon  by  Wernicke,  regarding  it  as 
an  intrapsychic  disorder.  In  this  last  case  we  have  a 
peculiar  state.  The  patient  is  unable  to  do  anything;  she 
herself  realizes  that  very  well  and  yet  she  does  not  show 
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any  objective  symptoms.  If  one  is  really  to  depend  upon 
objective  symptoms  one  will  miss  the  diagnosis  of  manic- 
depressive  insanity  in  the  vast  majority  of  cases.  She 
shows  this  inability  to  exert  herself,  and  in  connection 
with  that  she  shows  a  single  idea,  or  a  single  limited  set  of 
ideas,  which  have  been  occupying  her  mind.  She  believes 
that  she  is  very  ill,  that  she  is  not  going  to  get  well,  and 
that  is  about  all  that  she  is  thinking  about  all  the  time. 

The  third  case,  A.  P.  M.,  is  one  it  seems  to  me  not  at 
all  similar  to  the  others.  I  think  that  there  is  a  strong 
probability  of  hysteria  in  this  case. 

Dr.  Meyer:  This  whole  group  presents  such  consider- 
able difficulty  as  may  well  make  one  look  over  the  history 
of  some  of  the  nosological  entities  in  question.  Up  to 
some  time  beyond  the  middle  of  the  last  century  the  term 
hypochondriasis  would  have  embraced  most  of  these  dis- 
orders. The  oddity  of  the  name  and  a  desire  for  a  better 
definition  then  brought  out  other  terms  which  have  had 
their  vogue,  such  as  neurasthenia  and  hysteria,  and  lately 
psychasthenia,  and  psychiatrists  naturally  tended  to  use 
the  term  "melancholia"  or  the  more  simple  expression 
"  depression."  All  these  ways  of  emphasizing  new  points 
previously  neglected  would  have  been  excellent  if  they 
had  not  been  stretched  so  as  to  destroy  what  was  good  in 
the  simple  old  term.  Dr.  Rosanoff  draws  in  the  concept 
of  manic-depressive  insanity,  but  under  the  conception  of 
what  Wernicke  calls  intrapsychic  disorders,  thus  in  using 
the  terms  quite  differently  from  either  Kra^pelin  or  Wer- 
nicke. He  feels  that  without  this  broadening  out  of 
Kncpelin's  concept  many  diagnoses  would  go  by  default. 
On  the  other  hand  the  intrapsychic  disorders  include  so 
much  more  than  the  manic-depressive  disorders  (for  in- 
stance hysteria,  and  many  paranoics)  that  we  still  get  a 
broad  fringe  of  cases  concerning  which  it  would  be  ex- 
tremely necessary  to  come  to  a  differential  diagnosis  with 
typical  manic-depressive  insanity. 

The  first  case  reported  (E.  L.  R.)  appeared  to  me  first 
as  a  recurrent  depression  with  hypochondriacal  pains,  and 
since  the  emphasis  on  the  recurrence  might  prejudice,  I 
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should  rather  speak  of  episodic  nervous  depression  or 
nervous  agitative  depression  on  ground  of  climacteric 
hypochondriasis. 

The  first  case  demonstrated  (M.  O.)  is  similarly  a 
nervous  uneasy  depression,  during-  one  period  with  distinct 
psychasthenic  traits  (mysophobia),  but  the  other  factors 
are  so  numerous  and  so  marked  that  to  call  the  case 
psychasthenia  would  give  the  term  such  a  tremendous 
fringe  that  it  would  become  valueless. 

The  case  A.  P.  M.  would  be  perfectly  covered  by  the 
term  hypochondriasis.  A  more  specialized  term  should 
be  used  only  if  we  have  demonstrated  more  fundamental 
facts,  such  as  perhaps  an  hysterical  mechanism  or  a 
psychasthenic  mechanism.  The  condition  does  not  seem 
to  exhibit  a  course  of  attacks  of  panics  and  rumination, 
nor  do  we  have  evidence  of  the  hysterogenous  complexes 
and  manifestations;*  yet  these  are  facts  which  would  have 
to  be  demonstrated  before  we  could  go  beyond  the  prelim- 
inary group — diagnosis  of  hypochondriasis. 

The  last  case  (L.  V  D.)  might  easily  suggest  cyclo- 
thymia; but  whether  the  ups  and  downs  of  this  patient 
should  be  identified  with  manic-depressive  insanity 
depends  on  our  definition  of  the  term.  To  say  that  the 
nervous  agitated  depression  present  in  the  case  is  intra- 
psychic is  not  especially  illuminating  because  there  are  so 
many  other  intrapsychic  disorders.  It  was  the  fact  that 
there  is  such  a  great  tendency  to  attribute  all  cases  to 
either  psychasthenia  or  hysteria  or  to  manic-depressive 
insanity,  etc.,  that  has  always  made  me  claim  that  it 
was  very  much  better  to  realize  at  the  outset  that  a 
certain  number  of  cases  will  have  to  be  kept  out  of 
♦  these  specific  groups.  Until  we  can  classify  them  better, 
I  would  very  much  rather  speak  of  a  "nervous  uneasy 
depression,"  until  I  could  specify  something  that  charac- 
terizes it  as  a  definite  working  unit  rather  than  assign 
it,  as  a  guess,  to  one  of  the  specific  groups  that  we  have 
pealed  out. 

Dr.  Woodman  spoke  of  constitutional  depression  in  the 

♦Note,  however,  the  general  analgesia. 
Mat— 1908— d 
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case  M.  O.  I  feel  very  much  as  he  does  with  regard  to 
the  attempt  to  explain  depressions.  I  think  there  are  a 
great  number  of  depressions  which  are  essentially  extrane- 
ous, and  others  more  a  matter  of  make-up.  Some  persons 
may  show  depression  on  relatively  little  provocation,  that 
is  with  a  constitutional  bent  toward  depression,  and  others 
only  on  provocation,  as  a  relatively  normal  reaction,  con- 
cerning which  we  know  that  it  is  transient  and  does  not  as 
such  lead  to  deterioration,  and  that  is  the  chief  fact  we 
really  know  about  it.  Then  after  having  gained  that 
provisional  first  footing  we  would  push  our  inquiry  chiefly 
in  the  direction  of  getting  more  satisfying  specifications. 
If  we  can  not  get  more  differentiating  facts  I  think  it  is 
very  much  better  not  to  use  the  specified  terms  in  order 
not  to  decrease  their  value.  As  a  rule  I  work  personally 
on  this  principle.  I  speak  of  lt  psychasthenic  mechanism," 
where  we  have  that  relatively  broad  and  open  develop- 
ment of  difficulties,  where  the  complexes  are  relatively 
open,  and  with  them  the  rumination,  states  of  tension  and 
panic,  and  I  contrast  this  with  the  hysterical  mechanism, 
in  which  the  complexes  have  been  dissociated  so  as  to 
work  more  subconsciously.  I  would  speak  of  neurasthenia, 
where  I  have  evidences  of  distinct  fatigue — ability  and 
irritability,  also  with  overt  complexes  or  difficulties.  But 
if  we  want  to  do  anything  with  these  facts  we  must  speak 
of  them  only  when  we  can  demonstrate  them,  and  it  is 
better  to  be  honest  in  a  case  in  which  we  can  not  demon- 
strate them,  and  to  keep  the  specifying  terms  for  the  cases 
in  which  we  have  the  facts.  I  would  certainly  prefer  to 
speak  of  nervous  uneasy  depression  with  some  obsessions, 
as  in  the  case  of  M.  O.,  or  speak  of  hypochondriasis,  as  in 
the  case  A.  P.  M.,  until  I  would  be  able  to  definitely 
demonstrate  a  disease  mechanism  which  could  make  claims 
to  more  definite  terminology.  I  should  like  very  much 
if  these  matters  would  be  taken  up  for  discussion,  because 
no  doubt  a  number  of  you  feel  differently  about  these 
things;  you  may  feel  that  we  had  better  take  a  much  more 
definite  stand  upon  things  and  you  may  have  your  reasons 
and  we  shall  be  glad  to  avail  ourselves  of  their  helps. 
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Dr.  Rosanoff:  I  am  not  at  all  in  favor  of  any  distinct 
grouping-,  whether  it  is  of  Krsepelin  or  others,  and  the 
idea  of  speaking  of  manic-depressive  insanity  necessarily 
in  any  limited  sense  I  think  is  altogether  premature,  and 
I  think  that  everybody  who  has  thought  on  these  matters, 
and  who  has  worked  with  these  cases,  realizes  that  these 
ideas  as  outlined  by  Krsepelin  do  not  cover  the  entire  field 
by  any  means.  I  realize  that  if  we  speak  of  an  intra- 
psychic disorder  we  may  speak  of  different  things  at  the 
same  time.  General  paresis  might  be  an  intrapsychic 
disorder,  and  of  course  it  is  very  different  from  a  case  of 
manic-depressive  insanity.  We  have  come  a  definite  dis- 
tance, but  between  intrapsychic  disorders  of  manic- 
depressive  insanity  and  those  conditions  which  at  present 
are  not  included  there  we  have  no  differentiation.  It  is 
not  practical  to  limit  the  conception  of  manic-depressive 
insanity  to  a  group,  using  the  symptoms  given  by 
Krsepelin.  As  it  is  now,  if  we  take  cases  which  show 
much  retardation  and  call  it  a  specific  symptom  of 
intrapsychic  disorders  we  will  include  cases  of  catatonia. 
I  see  a  great  deal  of  confusion  arising  from  this  tendency 
to  follow  Krsepelin  and  his  school.  These  cases  seem  to 
have  first  an  intrapsychic  afunction;  as  evidence  I  find 
that  they  are  unable  to  exert  themselves.  As  everybody 
knows,  to  do  something  means  to  decide  that  something 
is  to  be  done;  and  this  activity  depends  upon  activity  in 
the  psychomotor  field.  They  are  not  able  to  think  and 
come  to  a  decision  of  what  is  to  be  done,  and  therefore 
they  can  not  do  it.  Some  of  them  seem  to  realize  that 
they  can  not  think,  but  only  a  few  realize  that.  Others 
have  single  ideas,  or  sets  of  ideas,  which  seem  to  persist 
in  their  minds  to  the  exclusion  of  others.  These  patients 
have  a  great  deal  of  insight.  They  realize  that  some- 
thing is  the  matter  with  them  and  it  is  from  that  they 
seem  to  get  this  idea  that  their  condition  is  hopeless. 
They  come  eventually  to  believe  that  those  who  are  treat- 
ing them  do  not  understand  their  condition,  do  not  realize 
how  they  feel  and  that,  I  think,  is  the  reason  of  the  hope- 
lessness that  they  sjaow. 
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Dr.  Parsons:  It  seems  to  me  regrettable  to  take  the 
stand  that  Dr.  Rosanoff  does.  Classifying  all  the  excite- 
ments into  the  manic-depressive  group  irrespective  of 
whether  they  were  of  that  type  with  certain  well-defined 
symptoms  or  not,  would  be  a  great  mistake.  The  same 
thing  can  be  said  about  depressions  without  retardation 
or  with  a  depressive  hallucinosis,  or  hallucinations  with  a 
reaction  of  depression.  Dementia  praecox  cases,  involu- 
tional melancholia,  and  other  depressions  would  all  be 
lumped  in  together.  Personally  I  would  say  that  I  am 
not  in  favor  of  having  the  larger  groups  and  think  we 
could  do  better  if  we  could  separate  all  these  manic- 
depressive  conditions  into  still  smaller  groups — those  with 
a  less  well-defined  course,  and  those  with  the  rather  short 
remissions  from  those  with  long  remissions,  etc.  I  think 
it  would  be  better  to  have  each  group  limited  to  a  more 
definite  symptom-complex. 

Dr.  Woodman:  There  is  one  phase  of  this  question 
that  is  altogether  aside  from  anything  taken  up  so  far; 
that  is,  do  the  patients  generally  have  an  idea  what  the 
trouble  is?  Can  the  patient  explain  the  difficulty?  They 
do  have  explanations.  Then,  is  the  patient  right  in  the 
explanation?  We  can  not  understand  these  patients  with 
a  few  minutes  casual  conversation  and  a  few  stereotyped 
ideas  of  our  own.  We  have  to  sit  down  with  them  and 
hear  what  they  have  to  say,  what  brought  on  the  trouble, 
what  is  going  to  be  done  for  them. 

Dr.  Campbell  :  In  neurasthenia  I  think  we  have  a  fairly 
distinct  clinical  picture.  The  person  is  nervous  as  a  rule. 
He  shows  fatigueability,  irritability,  peculiar  actions, 
usually  considerable  tremor,  and,  physically,  has  exagger- 
ated knee-jerks.  I  think  that  almost  anyone,  quite  irre- 
spective of  what  the  constitution  has  been,  is  liable  to  such 
attacks,  especially  in  times  of  over  exertion,  mental  strain 
and  too  little  sleep.  Considering  the  etiology  the  prog- 
nosis is  usually  satisfactory  with  rest. 

In  hysteria  we  find  that  the  constitutional  instability  is 
very  important  as  well  as  all  upsetting  factors,  while  with 
the  neurasthenic  the  condition  is  much  more  physiological. 
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With  regard  to  hypochondria  it  seems  to  me  that  there 
one  has  a  disorder  where  the  constitution  plays  a  role  much 
more  important  than  in  the  other  disorders.  Compara- 
tively little  attention  has  been  paid  to  this  whole  group  of 
cases  in  regard  to  the  onset  of  the  special  episodes  which 
usually  lead  the  hypochondriac  to  come  under  treatment. 
In  the  cases  which  I  have  seen  I  think  the  etiology  has 
been  very  vague  and  the  constitutional  effects  seems  to 
have  gradually  manifested  itself  until  it  has  become  so 
striking  that  it  has  come  under  the  notice  of  the  physician, 
and  I  think  that  it  is  quite  a  task  to  pick  out  and  analyze 
the  hypochondriacal  conditions.  It  seems  to  me  that  ordi- 
narily one  has  little  in  the  way  of  etiology  and  that  is  proba- 
bly why,  so  often,  one  arrives  at  but  a  vague  hypothesis. 

Dr.  Miltimore:  I  would  ask  Dr.  Meyer  if  one  must  be 
able  to  say  definitely  by  calculation  tests  that  there  is  a 
tendency  to  fatigue?  Is  it  not  sufficient  to  see  the  actions 
on  the  ward,  etc.,  on  first  admission?  A  comparative  test 
of  calculations  in  patients  and  attendants  was  made  by  a 
series  of  subtractions  as  follows:  7's  from  100,  9's  from 
100,  6's  from  100,  4's  from  100,  i6's  from  100.  This  was 
then  repeated.  In  each  calculation  errors  and  time  were 
noted.  The  results  failed  definitely  to  prove  fatigueability 
although  they  were  somewhat  suggestive.  Control  tests 
made  upon  three  charge  nurses  were  more  favorable  to  the 
nurses  than  to  the  patients. 

Is  not  an  abnormal  emotional  variability  a  necessary 
feature  for  a  diagnosis  of  hysteria,  that  is  an  unqualified 
hysteria? 

Dr.  Meyer:  In  regard  to  the  question  about  the  calcu- 
lation, it  is  very  important  to  realize  that  it  is  like  almost 
all  the  tests  that  we  have,  a  test  of  absolutely  relative 
value,  and  that  we  should  only  use  it  for  the  demonstra- 
tion of  variations,  the  variations  of  the  same  individual 
under  the  same  circumstances.  In  manic-depressive  insan- 
ity we  pay  quite  a  little  attention  to  the  presence  of  retard- 
ation or  slowness.  If  we  would  simply  take  the  absolute 
figure  of  so  many  seconds  for  a  certain  result  and  so  many 
errors^  it  would  be  wrong.    The  result  has  only  a  value 
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in  comparison  of  one  state  of  the  patient  with  another 
state  of  the  patient  and  unless  we  are  in  a  position  to  make 
that  comparison  the  result  is  merely  suggestive;  suggest- 
ing an  inquiry  into  the  possible  facts  of  the  slowing  and 
the  reason  of  that  slowing.  The  question  of  how  a  defect 
is  demonstrated  through  such  slowing  is  quite  a  different 
thing.  Kraepelin  takes  addition  of  sjm pie  numbers  which 
are  printed  in  books  in  rows,  and  has  the  experiment  of 
fifteen  minutes  divided  into  three  intervals:  first  five 
minutes,  second  five  minutes,  third  five  minutes.  By 
comparison  of  results  you  can  arrive  -at  some  conclusions 
as  to  fatigueability,  but  the  simple  tests  such  as  have  been 
employed  would  not  be  sufficient  to  measure  the  fatiguea- 
bility. I  should  say  there  are  so  many  facts  which  can 
slip  in,  and  which  must  be  considered  when  we  want  to 
see  whether  or  not  a  certain  slowing,  even  a  definite  slow- 
ing, amounts  to  a  defect  or  not.  For  this,  these  relative 
experiments  would  not  be  sufficient.  We  have  to  take 
into  consideration  the  question  of  practice  and  the  question 
of  the  importance  of  the  attention  of  the  patient  to  the 
calculation  to  an  extent  which  has*  not  been  fully  entered 
into  in  the  experiments,  and  since  the  result  has  not  been 
sufficiently  satisfactory  as  evidence  of  defect,  the  experi- 
ments are  not  quite  relevant  to  decide  that  question. 

A  diagnosis  of  hysteria  should  be  made  when  really  an 
hysterical  mechanism  of  influence  by  subconscious  under- 
currents is  demonstrated,'  which  of  course  would  reduce 
the  great  number  of  diagnoses  of  hysteria  to  a  very  small 
number,  which,  however,  would  not  do  the  matter  any 
harm  so  far  as  I  can  see;  for  I  believe  the  diagnosis 
hysteria  is  too  readily  made.  The  trouble  with  all  of  these 
disorders  is  that  they  occur  occasionally  symptomatically, 
and  then  again  as  essential  disorders.  They  occur  so  often 
purely  symptomatically,  for  instance  that  psychasthenic 
feature,  the  mysophobic  traits.  They  can  occur  as  the 
essential  things,  or  the)7  can  occur  in  manic-depressives, 
and  they  can  occur  in  involution  melancholia,  or  they  can 
occur  with  dementia  praecox  depressions,  so  that  we  must 
not  expect  to  make  too  much  of  one  single  item,  we  must 
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not  expect  to  get  necessarily  very  distinct  diagnostic  help 
by  the  admission  of  the  usually  psychasthenic  nature  of  a 
single  symptom.  We  are  thus  speaking  of  psychasthenic 
symptoms  as  purely  symptomatic  manifestations,  and  I 
am  not  inclined  to  think  that  to  cut  loose  from  this  plan  is 
warranted  by  the  facts.  We  may,  of  course,  try  other 
schemes.  The  division  according  to  Wernicke's  scheme 
is  one  that  probably  many  of  us  have  tried  to  a  certain 
extent.  There  again  it  is  embarrassing  to  find  a  certain 
symptom  complex  purely  symptomatic  at  times  and  then 
again  vitally  important  and  really  the  centre  of  the  whole 
situation.  But  if  a  plan  of  consideration  leads  to  ideas 
that  can  start  that  sort  of  reasoning  and  of  seeing  the 
actual  facts  whicfi.  Dr.  Rosanoff  and  Dr.  Woodman  pointed 
out  so  well,  it  seems  to  me  well  worth  following  out. 
Wernicke's  theory  takes  certain  (anatomical  and  other) 
claims  for  granted.  I  must  revolt  against  this  theory,  and 
I  think  it  can  not  be  held  even  as  theory;  and  the  good 
that  it  works,  I  think,  can  also  be  obtained  by  a  simple 
observation  of  the  facts.  What  Dr.  Rosanoff  and  Dr. 
Woodman  picked  out  as  the  helpful  features  in  these  cases 
are  of  practical  importance  not  because  they  happen  to 
harmonize  with  Wernicke's  scheme,  but  because  they  are 
the  main  facts  in  the  case.  The  patient  does  want  help, 
and  anyone  of  us  who  considers  the  patient  seriously  and 
enters  upon  his  or  her  ground  can  not  do  else  than  take 
these  very  factors  and  work  at  them ;  and  it  is  not  through 
theory  that  he  does  it  but  because  of  the  plain  necessity. 
I  am,  however,  much  more  inclined  to  use  a  simple  every- 
day working  of  judgment  in  these  ideas.  It  is  after  all  a 
practical  question;  we  have  to  use  our  experience  in  sizing 
up  what  the  patient  needs,  and  what  is  available  to  give 
the  patient  as  a  help;  and  I  would  rather  settle  these  things 
in  plain  terms  of  what  we  meet  than  in  a  somewhat 
round-about  way  by  the  use  of  Wernicke's  conceptions. 
Wernicke's  conceptions  may,  however,  prove  to  be  much 
more  workable  than  they  seem  to  me  at  the  present  time 
and  I  am  very  glad  that  Dr.  Rosanoff  takes  up  that  issue 
and  follows  it  to  its  last  conclusion.  It  is  very  desirable 
to  have  that  view-point  communicated  to  all  of  us. 
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Evening  Session  at  8.00  o'clock. 

The  evening  was  used  in  summing-  up  some  general 
paralysis  material  by  Dr.  Dunlap,  with  special  reference 
to  one  case  in  which  the  anatomical  findings  of  general 
paralysis  were  a  surprise;  and  the  case  Frazeau,  in  which 
no  plasma  cells  were  found  in  the  hemispheres,  but  a 
peculiar  infiltrating  process  in  the  choroid  plexus  of  the 
medulla.  Then  the  cases  with  lead  poisoning,  Crawford, 
and  Best,  and  a  case  Jones  from  Worcester;  Crawford  with 
general  paralysis  and  death;  the  other  an  anxious  depress- 
ive state  with  traits  suggesting  general  paralysis  but  found 
not  to  have  the  general  paralysis  lesion,  the  third  one  a 
clinical  record  of  lead  delirium. 

Dr.  Rosanoff  referred  to  several  lead  cases  at  Kings 
Park,  either  general  paralysis  or  other  psychoses,  so  that 
he  came  to  the  conclusion  that  there  are  no  typical  lead 
psychoses. 

This  was  followed  by  Dr.  Meyer's  demonstration  of 
sections  of  the  case  Bostwick,  with  clean-cut  destruction 
of  the  transverse  temporal  gyrus  and  remarkably  complete 
word  imperception  but  extensive  lesion  in  the  parietal  and 
angular  region,  largely  subcortical,  and  dividing  up  the 
optic  radiation  so  as  to  leave  a  ventral  zone  and  a  very 
small  dorsal  strand  and  fragments  between  these,  which 
suggested  the  question  whether  in  such  cases  any  sub- 
division of  the  retinal  field  can  be  made  out. 

In  the  specimens  of  another  case  (White)  a  double  lesion 
of  the  posterior  limb  of  the  internal  capsule  from  softening 
in  the  thalamus  was  shown  with  a  continuation  of  the 
streaks  of  degeneration  into  the  crus  with  very  little  slur- 
ring over  the  intermediate  strand.  Attention  was  drawn 
to  the  desirability  of  studying  more  carefully  the  type  of 
hemiplegia  in  order  to  determine  whether  the  distribution 
of  destruction  in  the  internal  capsule  might  not  point  to 
the  possibility  of  capsular  monoplegias  or  at  least  emphasis 
of  the  capsular  processes  on  one  extremity  or  the  other. 
In  the  present  case  the  question  could  not  have  been 
settled  because  a  further  lesion  in  the  pons  had  produced 
a  complete  transverse  lesion  of  the  pyramidal  tract. 
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Second  Day,  February  28,  1907.    y.oo  a.  m. 

CASES  PRESENTING  PSYCHASTHENIC  SYMPTOMS. 
By  C.  J.  Hyde,  M.  D. 

Under  this  heading  we  find  an  interesting  group  of  eases 
to  which  considerable  importance  may  be  attached  from  a 
prognostic  point  of  view.  They  do  not  appear  to  deterio- 
rate, even  though  they  have  some  symptoms  in  common 
with  the  prsecox  group.  Types  of  this  class  to  which  the 
name  psychasthenia  is  given  I  wish  to  present  to  you  this 
morning. 

Upon  looking  over  the  records  of  this  hospital  for  the 
past  two  years  I  have  found  three  cases,  whose  symptoms 
may  easily  place  them  in  the  class  above  referred  to.  Two 
of  these  cases  have  been  discharged.  The  third  case  is 
still  in  the  hospital  and  will  be  presented. 

The  first  case  (T.  M.)  is  a  man  37  years  old;  married. 
He  is  of  temperate  habits  and  has  a  high  school  and  busi- 
ness college  education.  His  father  suffered  from  paralysis 
due  to  a  cerebral  hemorrhage  and  he  has  an  insane  pater- 
nal cousin.  The  patient  has  not  lived  with  nor  has  he 
supported  his  wife.  He  was  admitted  here  in  February, 
1904,  with  a  psychosis  of  thirteen  months'  duration,  charac- 
terized by  nervousness,  insomnia  and  inability  to  apply 
himself.  He  complained  of  anorexia,  various  physical  ills, 
consulted  many  physicians  and  as  often  refused  their  pre- 
scribed treatment.  When  admitted  he  was  sad  and  de- 
jected but  not  anxious.  No  hallucinations  were  present 
but  he  was  markedly  hypochondriacal.  He  claimed  that 
he  had  no  action  in  his  heart,  his  "vital  organs  were  gone," 
his  "  bowels  did  not  move,"  etc.  He  was  well  oriented 
and  had  a  good  memory.  He  was  discharged  within 
twelve  days  as  unimproved,  with  a  diagnosis  of  allied  to 
dementia  praecox. 

He  was  again  admitted  in  April,  T905,  with  ideas  prac- 
tically the  same  as  those  stated  above  except  that  they 
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were  more  exaggerated;  and  also  at  this  time  he  gave  a 
history  of  masturbation.  While  away  from  the  hospital  he 
was  threatening  in  his  attitude,  refused  to  work  and  said 
he  was  to  die  in  a  short  time.  Here  he  has  made  himself 
agreeable  so  far  as  his  imaginations  would  permit.  He 
talks  freely  of  his  condition  and  is  self-centered  in  his 
ideas.  He  shows  newspaper  clippings  relative  to  cases 
which  he  thinks  are  similar  to  his,  and  will  fabricate  freely 
in  order  that  he  may  be  given  attention.  His  orientation 
and  memory  show  no  defects.  He  is  quick  and  accurate 
in  multiplication,  division  and  subtraction,  and  has  good 
retention. 

Physically  he  is  a  well  nourished  man  of  good  muscular 
development.  Deep  reflexes  exaggerated.  Dermato- 
graphia  present.  Hands  and  feet  cold  and  moist. 
Thoracic  and  abdominal  organs  normal.  Discharged  in 
April,  1906,  with  a  diagnosis  allied  to  dementia  praecox. 

Etiological  factors:  Heredity;  masturbation;  hypo- 
chondriasis. 

The  second  case  (R.  P.)  is  a  man  29  years  old,  single 
and  has  a  common  school  education.  He  does  not  use 
intoxicants,  but  he  smokes  to  excess  and  gives  a  history  of 
self-abuse.  His  mother  and  maternal  grandmother  were 
insane.  At  the  age  of  16  he  began  base  ball  playing  and 
followed  this  for  a  livelihood  until  the  age  of  24,  when  he 
took  up  the  work  of  an  electrician.  He  did  fairly  efficient 
work  for  four  years.  His  psychosis  is  characterized  by 
the  gradual  onset  of  a  mild  depression,  with  lack  of  ambi- 
tion, marked  efficiency  defect,  loss  of  interest  in  social 
affairs  with  an  occasional  expression  of  a  desire  to  die. 
He  has  felt  compelled  to  take  trips  through  various  parts 
of  the  country  for  his  health.  He  has  described  peculiar 
spells  of  weakness  resulting  from  self-abuse,  during  which 
he  feels  nervous  and  has  a  desire  to  yell  and  scream.  He 
has  shown  no  disorders  in  the  stream  of  thought,  no  flights 
of  ideas  but  manifests  a  defective  insight.  His  calculation 
is  quick  and  accurate.  His  orientation  and  memory  are 
good. 
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Physically  he  is  well  built  and  muscular.  He  has  a 
variocele  on  the  left  side;  ortherwise  normal. 

Diagnosis:  Psychasthenic  state  or  constitutional  inferi- 
ority. 

Etiological  factors:    Heredity  and  self-abuse. 

The  third  case  (W.  H.  P.)  is  a  man  36  years  old  and 
single.  As  a  youth  he  was  bright  but  he  cared  little  for 
his  studies  at  school,  though  he  was  graduated  at  the  age 
of  21  in  book-keeping  from  a  business  college.  He  has 
never  done  any  efficient  work.  His  disposition  has  been 
disagreeable  and  irritable.  He  has  been  temperate  in  his 
habits,  but  practiced  self-abuse  for  years.  For  four  years 
at  least  he  has  shown  signs  of  mental  trouble,  which  began 
with  complaints  of  his  "genitals  being  out  of  order"  and 
ideas  of  this  nature  have  been  prominent  since  the  onset. 
He  feels  that  it  is  absolutely  necessary  for  him  to  wear  a 
suspensory  bandage,  otherwise  he  would  not  live.  He 
has  been  seclusive  for  the  past  year  and  for  the  past  three 
months  he  has  not  left  his  room  for  fear  of  injuring  or 
strainirfg  himself.  He  has  been  overbearing,  cross,  ugly 
and  threatening,  at  times  refusing  to  recognize  any  mem- 
ber of  his  family.  He  has  been  despondent  and  said  he 
would  surely  kill  himself  if  he  did  not  get  help.  He  sits 
in  one  place  as  if  afraid  to  lift  his  feet  from  the  floor  for 
"fear  of  straining  himself."  On  admission  to  the  hospital 
he  strongly  resisted  being  bathed,  claiming  that  the  water 
would  surely  injure  his  physical  health  and  be  the  cause 
of  his  death.  About  the  ward  he  has  been  very  careful  in 
his  movements.  In  going  to  bed  he  goes  through  the 
procedure  slowly,  lying  upon  his  right  side  using  his  sheet 
in  such  a  manner  as  to  support  his  spermatic  cords.  He 
refuses  exercise — "it  would  incapacitate  me  for  life;" 
"the  various  parts  of  my  genitals  would  separate."  His 
emotional  tone  has  been  unchangeable  and  one  of  a  degree 
of  worriment,  although  there  has  been  no  actual  depres- 
sion, nor  has  he  at  any  time  shown  elation.  He  looks  upon 
his  surroundings  with  indifference  believing  that  he  should 
direct  his  attention  to  his  own  personal  affairs.    He  talks 
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freely  of  his  imaginary  physical  disorders.  He  said: 
"When  I  was  working  outside  sweeping,  my  right  hand 
was  higher  than  the  left — it  strained  me  and  my  penis 
broke  away  from  the  ureter.  I  can  take  care  of  it  well  if 
I  don't  use  my  hand  too  much.  The  testicle  was  the  first 
thing  to  give  way."  His  orientation,  memory  and  grasp 
on  school  knowledge  and  general  experience  are  good. 
Calculation  quick  and  fairly  accurate  and  without  complaint 
of  tire. 

Physically  he  is  of  slender  build,  and  fairly  well  nour- 
ished, though  his  muscles  are  soft  and  flabby.  His  eyes 
are  slightly  prominent  and  there  is  a  little  irregularity  in 
the  outline  of  the  pupils.  Tactile  sense  is  acute  but  there 
is  a  slight  diminution  of  pain  sense  and  he  complains  of 
occasional  "numbness  in  the  extremities."  There  is 
some  pain  present  on  deep  pressure  over  nerve  trunks 
and  calves  of  the  legs.  There  is  excessive  perspiration 
over  the  entire  body,  being  very  profuse  in  both  axillae 
and  over  the  soles  and  palms.  All  the  reflexes  are  exag- 
gerated and  there  is  a  general  tremor  of  the  body  (due  to 
emotional  strain).  He  has  a  slight  amount  of  tachycardia 
with  irregularity  of  rythm  and  there  is  a  mitral  regurgita- 
tion murmur.  Pulse  of  low  tension.  Other  organs 
normal. 

Diagnosis:    Allied  to  dementia  praecox. 
Etiological   factors:    Constitutional   inferiority;  mas- 
turbation; heart  disease. 

Dr.  Harris:  Gentlemen,  you  have  had  two  cases  read 
and  one  presented  which  form  a  very  interesting  group, 
and  we  shall  be  glad  to  have  the  subject  discussed  very 
fully  in  order  that  we  may  know  just  where  to  place  them. 

Dr.  Meyer:  It  seems  to  me  that  it  would  be  extremely 
desirable  that  everyone  present  should  say  just  how  he 
would  size  up  a  case  like  the  one  presented.  Let  each 
one  ask  himself — What  is  important  to  me  in  this  case? 
How  would  I  best  describe  it?  What  relation  has  the 
name  I  give  it  to  the  term  psychasthenia? 

Dr.  Chapin:    The  thing  that  impresses  me  in  regard  to 
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the  case's  (W.  H.  P.)  being-  different  from  some  of  them  is 
the  fact  that  he  complains  of  no  distinctly  disagreeable 
pains.  Some  cases  present  very  disagreeable  subjective 
feelings  in  some  way  as  a  result  of  exertion.  This  is 
more  a  morbid  fear  of  something  (obsession).  One  thing 
in  particular  in  regard  to  the  treatment:  I  would  like  to 
know  if  it  would  be  advisable  to  put  him  in  bed  in  a 
secluded  room,  not  to  allow  him  to  read  and  keeping  him 
as  quiet  as  possible? 

Dr.  Baker:  I  think  this  patient  presents  a  peculiarity 
in  that  he  has  a  fear  of  something  and  yet  he  does  not 
really  know  what  he  does  fear.  It  is  something  very  in- 
definite and  as  Dr.  Chapin  has  said  it  is  in  the  order  of  an 
obsession,  and  I  think  that  it  is  properly  classed  as 
psychasthenia. 

Dr.  Meyer:  I  would  like  to  know  how  Dr.  Rosanoff 
would  interpret  such  a  case  as  this? 

Dr.  Rosanoff:  I  have  been  worrying  over  it  and  I  am 
afraid  in  this  case  the  scheme  of  Wernicke  is  not  readily 
applicable.  It  is  one  not  usually  met  with  among  the 
ordinary  cases  of  insanity  seen  in  the  hospitals.  It  seems 
to  be  a  problem  by  itself,  and  I  really  do  not  think  it  can 
be  included  in  this  scheme  of  mine.  Whether  you  would 
call  it  psychasthenia  or  not,  I  do  not  know.  There  is 
very  little  satisfaction  in  giving  it  any  name. 

Dr.  Dunlap.  I  have  had  entirely  too  little  experience 
with  the  clinical  side  of  these  questions  to  have  anything 
to  say,  but  they  interest  me  very  much,  and  I  hope  to  get 
a  little  clearness  as  to  just  what  should  be  called  psychas- 
thenia, and  how  the  cases  should  be  described  to  bring  out 
clearness  in  the  picture. 

Dr.  C.  Macfie  Campbell  :  A  patient  like  this  (W.  H.  P.) 
shows  a  certain  embarrassment  of  his  activity  in  life,  a 
sort  of  rolling  around  in  a  limited  circle  of  ideas — to  an 
extent,  relative  to  sexual  topics.  This  seems  to  gradually 
absorb  more  and  more  of  his  life  and  to  limit  his  activity. 
I  do  not  see  that  one  has  much  hope  until  one  has  got  a 
clear  idea  of  the  genesis  of  the  trouble,  and  found  out 
what  was  the  initial  disorder,  where  the  initial  check  to 
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his  activity  was,  what  was  the  first  difficulty  that  began  to 
hamper  his  activity?  I  think  that  it  would  be  very  inter- 
esting to  know  what  his  trend  of  thought  had  been  along 
a  sexual  line,  what  the  line  of  his  reading  had  been,  and 
whether  he  shows  a  rather  unnatural  desire  to  keep  aloof 
of  the  topic  and  whether  he  shows  an  unnatural  interest 
in  such  things. 

Dr.  Hyde:  I  would  say  that  this  man  has  absolutely 
refrained  from  any  sexual  life  for  the  same  reason  that  he 
has  refrained  from  any  occupation, — for  fear  that  some- 
thing might  happen  to  him. 

Dr.  Campbell:  Then,  the  line  of  treatment  would  be 
more  in  the  line  of  rational  conversation  and  the  explana- 
tion of  things,  with  the  endeavor  to  divert  his  thought  along 
normal  lines.  I  think  as  soon  as  these  patients  get  a  com- 
plete grasp  of  the  subject  and  when  they  understand  things 
the  way  the  physician  understands  them,  they  recover 
from  the  initial  difficulty.  Of  course,  the  condition  which 
leads  to  such  disorders  at  all  will  always  tend  to  give  rise 
to  future  trouble,  and  while  he  may  get  along  for  a  time 
he  is  always  more  vulnerable  than  the  ordinary  individual. 

There  seems  to  be  in  this  case  no  especial  episode  which 
in  these  disorders  so  often  causes  the  beginning  of  the 
trouble,  but  perhaps  with  a  little  more  probing  one  might 
get  down  to  something  which  he  is  concealing. 

I  think  that  the  issues  and  complex  of  symptoms  are 
all  fairly  typical  of  a  certain  group  and  that  group  should 
have  a  special  name,  whether  it  is  called  psychasthenia  or 
by  any  other  name.  Perhaps  this  patient  can  be  described 
as  presenting  mental  rumination,  gradually  involving 
more  and  more  of  his  activity  and  hampering  normal  ad- 
justments more  and  more.  The  fading  of  his  normal  in- 
terests would  probably  be  secondary  to  this  rumination, 
gradually  involving  more  of  his  thought,  so  that  naturally 
his  normal  interests  and  outlets  of  activity  would  become 
much  more  limited. 

Dr.  Woodman:  When  I  first  heard  of  cases  of  this  sort 
they  went  under  the  name  of  sexual  neurasthenia,  in 
accordance  with  the  current  all-embracing  neurasthenia 
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views.  It  seems  well  to  look  back  again  on  the  question 
of  neurasthenia  from  the  standpoint  of  this  case.  This 
man  (W.  H.  P.),  as  Dr.  Hyde  assures  us,  shows  no  fatigue- 
ability,  and  we  find,  as  he  tells  us  here,  it  did  not  come 
on  from  any  process  of  exhaustion  unless  exhaustion  from 
the  trend  of  thought  itself.  So  we  find  from  such  cases  a 
good  ground  for  guarding  and  limiting  our  conception  of 
neurasthenia.  As  to  the  naming  of  it,  I  think  probably 
all  of  you  have  seen  in  the  November,  1906,  issue  of  the 
Joiwiial  of  Nervous  and  Mental  Diseases,  a  summary  of 
Dana's  article,  where  following  up  his  former  communica- 
tions on  phrenasthenia,  he  divides  psychasthenia  into  two 
groups, — one  to  embody  such  cases  as  this  shown  here, 
cases  in  which  hypochondriacal  trend  is  strong, — the  other, 
cases  in  which  the  obsessive  trend  is  stronger. 

Dr.  Chapix:  I  did  not  express  my  idea  quite  as  I  in- 
tended to.  The  case  seems  quite  different  from  those 
who  complain  of  actual  fatigue  or  pain  but  the  activity  of 
the  mind  is  fairly  well  preserved.  It  seems  to  be  more 
like  a  delusional  state;  the  man  has  a  dominant  idea  and 
his  condition  is  really  more  a  delusion  than  it  is  anything 
in  the  way  of  fatigue  or  anything  of  that  sort,  and  it 
seems  to  me  that  the  prognosis  is  much  less  favorable 
because  of  his  absolute  inaccessibility.  He  sat  there  in 
the  chair  and  said  that  he  never  had  any  pains  which 
amounted  to  anything,  and  put  forward  the  proposition 
that  he  was  afraid  something  would  happen,  without  giv- 
ing any  reason  and  without  any  consciousness  of  the 
absurdity  of  his  position,  which  I  am  sure  appealed  at 
once  to  everyone  of  us. 

Dr.  Harris  :  All  of  the  cases  read  and  the  one  presented 
seem  to  me  to  show  an  inferiority  in  the  constitutional 
makeup,  and  they  all  present  symptoms  that  are  hypo- 
chondriacal. They  all  show  absurd  reasoning  and  judg- 
ment defects.  The  case  of  W.  H.  P.  is  no  doubt  like  a 
good  many  cases  which  are  outside;  cases  which  do  not 
get  into  institutions  and  I  am  sure  they  are  usually  called 
psychasthenic  in  nature.  In  regard  to  the  use  of  the  word 
psychasthenia  I  would  say  we  must  know  what  is  meant 
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by  it  before  it  should  be  used.  Dr.  Dana  uses  it  in  one 
sense  while  Dr.  Bianchi  uses  it  in  another.  I  would  ask 
Dr.  Meyer  if  he  sees  anything-  resembling  a  paranoic  con- 
dition in  the  case  of  W.  H.  P.?  The  patient  seems  to 
have  started  in  to  avoid  people,  became  seclusive,  was 
afraid  he  would  be  questioned  and  his  sexual  ideas  seem 
to  be  a  prominent  feature. 

Dr.  Meyer:  The  material  presented  by  the  cases  and 
their  discussion  suggests  a  consideration  of  a  fundamental 
issue,  namely,  the  advantages  of  a  diagnosis  according  to 
the  working  of  a  disease  mechanism.  Dr.  Campbell  has 
approached  the  case  essentially  with  the  idea  of  finding 
what  is  at  work  in  that  individual  and  what  has  got  to  be 
cured.  Dr.  Rosanoff,  too,  took  a  very  creditable  attitude 
when  he  said:  "  Here  is  a  case  to  which  the  principles 
with  which  I  work  are  not  to  be  applied."  If  I  emphasize 
in  the  attitude  of  some  other  speakers  a  tendency  to  try 
and  find  first  the  symptoms  which  would  point  to  some 
formal  diagnosis,  and  to  deduce  from  that,  quite  imper- 
sonally and  in  no  way  individualizing,  impersonal  thera- 
peutic measures,  such  as  seclusion  and  rest  cure,  etc.,  I 
know  that  I  overdraw  somewhat  for  the  sake  of  contrast. 
I  wish  to  attack  a  weak  spot  of  medical  logic;  the  tendency 
to  argue  rather  on  an  accepted  diagnostic  formula,  and  to 
deduce  the  conclusions  from  it  instead  of  from  the  facts 
which  we  see  in  the  patients.  When  asking  what  is  the 
diagnosis  and  what  is  the  treatment,  I  should  ask  what  are 
the  difficulties  of  the  patient,  what  is  the  nature  of  the 
difficulty  and  how  can  the  factors  be  met? 

We  accept  as  a  diagnosis  only  a  statement  which  desig- 
nates the  nature  of  the  processes  which  must  be  met; 
obsessions  may  or  may  not  be  psychasthenic;  stigmata 
may  or  may  not  prove  whether  a  disorder  as  a  whole  is 
hysterical  or  not.  We  need  terms  to  be  sure,  but  we  had 
better  not  use  them  unless  they  designate  something 
fundamental,  a  working  principle,  actually  demonstrated 
in  the  case,  and  not  merely  superficial  signs  for  old- 
fashioned  classifications. 

In  this  sense  we  work  with  the  notions  of  hypochondri- 


65 


asis,  psychasthenia,  hysteria,  neurasthenia  and  epilepsy: 
we  speak  of  hypochondriasis  where  we  find  subjective 
complaints  with  insufficient  evidence  of  genuine  disorder, 
but  also  without  any  more  fundamental  expression  but 
demonstration  of  a  characteristic  mechanism  of  the 
exaggerated  concern  about  health. 

We  would  speak  of  hysteria,  where  we  can  demonstrate 
the  peculiar  mechanism  of  submersion  and  actual  dissocia- 
tion of  experiences  into  relative  subconsciousness,  and 
conversion  of  the  normal  reaction  into  the  morbid  reactions 
which  constitute  the  symptoms.  We  would  speak  of  a 
psychasthenic  mechanism  where  the  individual  presents  a 
lowering  of  general  interests  and  tendency  to  rumination 
over  what  is  accessible  to  the  patient  in  his  memory  but 
is  not  squarely  met,  and  where  the  normal  reaction  is 
replaced  by  rumination,  substitutive  acts  and  panics.  We 
speak  of  neurasthenia  where  we  deal  with  a  demonstrable 
weakness  or  at  least  fatigueability  demanding  special  atten- 
tion in  the  management.  We  speak  of  epilepsy  where 
attacks  occur  not  on  a  psychogenic  basis  but  as  a  response 
to  infrapsychic  cerebral  discharges.  The  more  we  shall 
be  able  to  point  to  definite  facts  to  be  handled,  the  less  we 
shall  be  tempted  to  discuss  mere  names.  The  traditional 
terms  are  in  part  necessary  evils.  A  further  term  deno- 
ting an  important  series  of  facts  to  be  considered  with  all 
these  conditions  is  dementia  prsecox.  It  refers  to  a  certain 
end  result;  it  is  a  term  designating  a  generally  unfavor- 
able constellation  and  reaction  types  characteristic  of  them. 
We,  therefore,  must  not  be  surprised  to  find  at  times  the 
hysterical  mechanism  of  dissociation,  or  a  psychasthenic 
reaction  present  in  a  case  which  we  designate  as  dementia 
praecox  because  the  fact  of  deterioration  or  defect — con- 
stellation outweighs  in  importance  the  mechanism  present. 
For  a  real  understanding  and  for  direct  therapeutic  reason- 
ing on  what  is  at  hand  and  to  be  met,  the  knowledge  of 
the  mechanism  will  be  much  more  fruitful  than  the  tradi- 
tional use  of  notions  of  disease  which  work  with  generali- 
zation from  a  few  symptoms  rather  than  with  the  facts 
actually  presented  by  the  patient. 
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MINUTES  OF   CONFERENCE  AT  ROCHESTER. 
December,  1907. 

Minutes  of  the  conference  of  the  up  State  hospitals,  held 
at  the  Rochester  State  Hospital,  Rochester,  N.  Y., 
December  10  and  11,  1907. 

Present — 

Sheldon  T.  Viele,  Esq.,  Commissioner  in  Lunacy. 
Dr.  Adolf  Meyer,  Director  of  the  Pathological  Institute. 
Dr.  William  L.  Russell,  Medical  Inspector  of  the  Commission  in 
Lunacy. 

Dr.  E.  G.  Stout  and  Dr.  A.  L.  Smith,  Utica  State  Hospital. 

Dr.  T.  J.  Currie,  Dr.  E.  Holley,  Dr.  W.  H.  Montgomery  and  Dr. 

W.  A.  Smith,  Willard  State  Hospital. 
Dr.  J.  B.  Betts,  Dr.  G.  W.  Gorrill,  and  Dr.  W.  W.  Wright, 

Buffalo  State  Hospital. 
Dr.  R.  L.  Leak,  St.  Lawrence  State  Hospital. 

Dr.  F.  C.  Robbins  and  Dr.  C.  von  A.  Schneider,  Gowanda  State 

Homeopathic  Hospital. 
Dr.  E.  L.  Hanes  and  Dr.  J.  J.  Mulcahy,  Dr.  Combes'  Sanitarium, 

New  York  City. 
Dr.  Whitney  and  Dr.  Vander  Beek,  Rochester,  N.  Y. 
Dr.  E.  H.  Howard,  Dr.  E.  B.  Potter,  Dr.  E.  P.  Ballantine,  Dr. 

I.  L.  Walker,  Dr.  W.  H.  Veeder,  Dr.  I.  A.  Bentley  and  Dr. 

Nickkrson,  of  the  hospital  staff. 

Dr.  Ballantine  introduced  four  cases  of  polyneuritis 
presenting  Korsakoff's  syndrome.  She  stated  that  from 
October  18,  1906,  to  April  24,  1907,  there  were  four  women 
admitted  to  the  Reception  Building  suffering  from  alco- 
holic polyneuritis.  They  also  showed  some  memory 
defects  and  tendency  to  fabrication.  A  very  careful 
inquiry  ascertained  no  other  cause  except  alcohol,  espe- 
cially no  intercurrent  disease  that  precipitated  the  attack. 
These  cases  are  all  improved  very  much  mentally  and 
physically. 

Dr.  Howard  introduced  a  review  of  thirty-four  cases  of 
the  recurrent  insanities  of  the  manic-depressive  and  allied 


67 

types,  considered  with  special  reference  to  the  outcome, 
and  including  all  cases  that  had  been  admitted  to  the 
Rochester  State  Hospital  since  1891,  in  all  of  which  ten 
years  or  more  had  elapsed  since  the  onset  of  the  first 
attack. 

Dr  Howard  said:  "It  was  a  matter  of  surprise  to  us 
that  the  group  was  so  small,  for  it  seemed  that  many  more 
cases  of  this  class  had  been  admitted  during  the  last  six- 
teen years.  It  is  true  that  our  records  during  this  time 
show  that  there  were  180  admissions  of  the  manic-depress- 
ive recurrent  type,  but  these  180  admissions  represent 
only  34  different  persons.  Doubtless  the  repeated  admis- 
sion of  the  same  person  led  to  this  error  of  judgment  in 
regard  to  the  relative  frequency  of  this  form  of  insanity. 
Several  of  these  34  persons  have  been,  during  some  of 
their  attacks,  cared  for  in  other  hospitals.  The  total 
number  of  admissions  to  all  hospitals  of  these  34  persons 
is  218. 

In  seventeen  of  the  cases  there  was  a  history  of  heredity  ; 
in  eight  the  first  attack  of  insanity  occurred  after  40  years 
of  age ;  in  thirteen  the  first  attack  occurred  at  the  age  of 
22,  or  under.  The  youngest  age  at  which  a  first  attack 
occurred  was  14  years;  the  oldest  43  years.  There  were 
twelve  men  and  twenty-two  women.  In  seven  of  the  men 
there  was  a  history  of  intemperance.  In  two  of  the  cases 
the  indulgence  in  alcohol  seemed  to  be  the  precipitating 
factor  in  the  excitement;  in  other  cases  merely  incidental 
or  consequential.  It  was  noted  that  those  patients  who 
were  intemperate  in  their  habits  were  unusually  irritable 
and  suspicious,  often  expressing  persecutory  ideas.  Of 
the  34  cases,  24  were  of  the  manic-depressive  excitement 
type,  five  of  the  depressive,  five  of  the  irregular  or  mixed 
types. 

In  many  of  the  cases  anomalous  features  were  observed. 
In  one  a  paranoid  condition  developed;  this  seemed  in  no 
way  to  influence  the  nature  of  the  recurrent  attacks.  In 
another,  following  three  attacks  of  manic-depression,  there 
developed  a  depression  of  the  involutional  type.  These 
cases  showed,  after  a  period  of  12,  25  and  48  years  respect- 
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ively,  an  increase  in  the  frequency  of  the  attacks.  That 
a  person  may  suffer  the  stress  of  repeated  attacks  of 
excitement  occurring  at  frequent  intervals  during  a  long 
period  of  years  and  still  retain  his  mental  vigor  and 
capacity  for  work  is  illustrated  in  all  these  cases. 

Only  six  of  the  group  have  died  (one  of  pulmonary 
hemorrhage,  two  of  tuberculosis,  two  of  cerebral  hemor- 
rhage, one  of  suicide). 

Several  of  the  patients  who  have  recovered  and  gone 
home  have  kindly  responded  to  an  invitation  to  be  present 
to-day,  and  it  will  make  it  possible  for  us  to  present  at 
this  session  24  of  the  29  cases  still  living;  of  the  other  five, 
four  have  been  heard  from  recently  and  are  doing  well. 

When  each  case  is  presented  short  extracts  will  be  read 
from  the  histories  which  seem  to  us  are  of  special  signifi- 
cance. In  several  instances  the  patient  has  given  his  own 
impressions  of  his  illusions  or  described  his  feelings  during 
an  attack.  Many  of  the  patients  have  been  under  close 
observation  for  a  period  of  years,  some  of  them  since  the 
onset  of  their  first  attack. 

We  hope  that  the  collection  of  such  a  group  of  cases  for 
general  survey  and  study  may  make  a  composite  picture 
that  will  be  interesting  and  instructive,  as  it  embraces 
approximately  all  cases  of  manic-depressive  recurrent 
insanities  of  long  standing  in  this  immediate  vicinity,  that 
is  34  in  a  population  of  200,000  with  3,500  commitments; 
the  plan  being  to  consider  how  the  patients  react  to  their 
environment  during  the  intervals  of  sanity,  how  their 
frequent  derangements  affect  their  capacity  for  work,  and 
the  ultimate  outcome  of  the  ps}Tchoses. 

Incidentally  some  of  their  experiences  illustrate  the 
need  of  after-care  and  have  some  bearing  on  voluntary 
commitments. " 

Wall  charts  had  been  prepared  giving  the  number  of 
attacks,  the  age  at  the  occurrence  of  these  attacks,  time 
under  treatment,  and  the  sane  intervals  of  each  of  the  cases 
presented,  copies  of  which  are  appended. 

Dr.  Walker  presented  the  cases  of  E.  E.,  T.  H.,  A.  R. 
and  J.  D.    The  first  three  of  these  cases  were  specially 
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remarkable  on  account  of  the  number  of  attacks,  they  hav- 
ing- had  fifteen,  eleven  and  thirteen  attacks  respectively. 
These  patients  have  all  had  good  working  capacity  during 
their  intervals  of  sanity,  and  two  of  them  showed  special 
efficiency.  The  case  of  E.  E.  was  especially  interesting 
because  the  time  of  the  onset  of  his  first  attack  to  his 
death  covered  a  period  of  fifty-four  years,  and  the  patient 
was  under  close  observation  all  of  this  time.  Dr.  Walker 
read  two  letters  written  by  this  patient,  the  first  giving  a 
brief  history  of  his  life  and  description  of  his  attacks  from 
the  patient's  outlook.  One  of  the  letters  was  written  only 
a  few  years  before  his  death  and  proved  quite  conclusively 
that  there  had  been  no  deterioration  as  the  letter  was  well 
written,  showed  that  he  had  a  good  grasp  on  the  situation, 
that  there  were  no  memory  defects,  and  showed  good 
judgment. 

In  discussion  Dr.  Meyer  said  that  if  we  wish  to  convince 
others  that  there  was  no  deterioration  in  this  case  they  will 
ask  us  on  what  criterion  we  based  our  opinion.  Recently 
Bolton  has  placed  periodic  insanities  in  the  group  of  men- 
tal defectives.  It  is  very  important  to  have  a  measure  of 
what  the  working  capacity  and  efficiency  in  g-eneral  life 
was  at  various  stages  of  the  patient's  existence.  Dr. 
Howard  stated  that  Mr.  E.  was  an  efficient  man  in  main- 
taining himself  between  the  attacks,  a  man  who  was  a 
good  gardener  and  skilled  in  the  care  of  lawns;  he  repeat- 
edly succeeded  in  finding  employment.  Even  when  he 
was  continuously  here  at  the  hospital  he  had  a  number  of 
places  to  which  he  went  while  on  parole,  to  care  for  the 
grounds;  and  he  always  had  plenty  of  money  on  that 
account. 

In  the  course  of  the  discussion  of  the  case  of  A.  R.  the 
patient  stated  that  he  had  been  arrested  on  one  or  two 
occasions  and  taken  to  the  police  station,  and  that  on  one 
or  two  occasions  he  had  come  to  the  hospital  without  any 
papers,  asking  them  to  admit  him.  He  stated  that  as  soon 
as  he  began  to  feel  that  an  attack  was  coming  on  and  he 
thought  he  could  not  get  along  at  home,  that  he  was 
desirous  of  being  locked  up  because  he  knew  that  he  would 
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be  arrested  for  disorderly  conduct.  Dr.  Howard  said  that 
this  was  a  case  that  he  thought  would  take  advantage 
of  voluntary  commitments,  if  such  commitments  were 
permissible. 

Dr.  Potter  presented  the  cases  of  Mrs.  S.,  Mrs.  B.,  Mrs. 
J.,  Mrs.  L.,  Miss  O'B.,  Mrs.  S.,  Miss  B.,  Mrs.  G.,  Mrs.  C, 
Miss  Y.  and  G.  O.  G.  All  of  these  cases,  with  one  excep- 
tion, had  more  than  five  attacks  and  in  all  the  working 
capacity  between  the  attacks  was  good.  The  first  case,  that 
of  Mrs.  S. ,  was  remarkable  on  account  of  the  age  of  patient, 
the  first  attack  occurring  at  the  age  of  forty-one  years  and 
the  last  attack  occurring  at  the  age  of  eighty  years. 

The  case  of  Miss  O'B.,  was  interesting  because  during 
the  last  three  years  she  has  expressed  some  ideas  of  a 
suspicious  nature  and  delusions  of  persecution  more  or 
less  systematized.  In  these  three  years  she  has  had  two 
short  attacks  of  excitement,  during  the  intervals  between 
which  her  working  capacity  was  good. 

In  the  case  of  Miss  B.,  it  was  stated  that  her  working 
capacity  was  specially  good ;  even  before  being  discharged 
from  the  hospital  she  would  go  out  and  secure  a  place  to 
work  as  cook  where  she  would  earn  five  or  six  dollars  a 
week.  At  the  onset  of  her  last  attack  she  went  to  the 
house  of  a  friend,  asking  the  friend's  protection,  evidently 
appreciating  that  the  attack  was  coming  on.  Dr.  Howard 
stated  that  this  patient  had  no  home  except  the  hospital 
and  would  be  a  suitable  case  for  "after-care."  In  the 
discussion  that  followed  he  stated  that  this  case  would 
probably  be  a  case  who  would  avail  herself  of  voluntary 
commitment. 

In  the  case  of  Mrs.  G.,  it  was  reported  that  she  had  been 
practically  well  during  the  last  few  months  but  had  not 
been  discharged  because  she  had  no  home  to  which  to  go, 
and  because  her  history  led  the  officers  of  the  hospital  to 
believe  that  another  attack  might  occur  soon.  In  reply  to 
questions  asked  by  Dr.  Howard  the  patient  said  that  she 
had  sometimes  apparently  warded  off  an  attack  by  taking 
medicine,  that  the  attacks  were  generally  precipitated  by 
a  week  or  two  of  sleeplessness. 
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Dr.  Meyer  remarked  that  atropine  had  been  claimed  to 
be  a  very  strong  help  in  warding  off  attacks  and  that  this 
or  timely  hypnotics  and  protection  might  be  worth  a  trial 
in  the  many  cases  that  have  warnings  in  the  form  of 
insomnia. 

"Mrs.  G.,"  asked  Dr.  Meyer,  "if  yon  were  working 
somewhere  and  felt  pretty  sure  that  an  attack  was  coming 
on  would  you  come  back  to  the  hospital?"  "I  think  I 
would,"  was  the  answer. 

In  the  case  of  Mrs.  S.,  Dr.  Potter  reported  that  at  the 
time  of  her  last  commitment  she  was  making  a  social  call 
at  the  hospital  and  it  was  observed  that  she  was  in  an 
excited  condition.  Her  husband  was  communicated  with 
and  he  came  to  the  hospital  and  made  arrangements  for 
her  examination  and  commitment.  This  is  a  case  in 
which  the  possibility  of  voluntary  commitment  would  be 
appreciated. 

In  the  case  of  Mrs.  C.  the  doctor  stated  that  when  the 
patient  was  admitted,  as  soon  as  she  came  into  the  office 
she  said  spontaneously  and  with  considerable  feeling,  "It 
seems  to  me  that  there  is  more  need  of  a  place  where 
people  can  go  when  they  are  tired  out  and  where  they  can 
be  cared  for,  than  there  is  for  a  place  where  they  can  go 
after  they  have  been  declared  insane;  they  ought  not  to 
have  to  wait  until  they  are  insane,"  referring  to  the  fact 
that  she  had  come  to  the  hospital  two  weeks  previously  and 
asked  to  be  admitted  as  a  voluntary  patient  and  had  been 
told  that  it  would  be  impossible  to  have  her  request 
granted. 

Dr.  Meyer  asked  if  the  patient  would  come  to  this  hos- 
pital if  the  law  did  not  forbid  it,  to  which  the  patient 
replied,  "  I  believe  just  for  rest — the  doctor  thinks  my 
nervous  system  is  so  strained — I  don't  know,  it  must  be 
my  nerves.  If  we  had  a  place  where  people  could  go  be- 
fore they  were  really  bad  or  sick,  perhaps  not  quite  insane, 
it  would  be  so  much  better." 

In  presenting  the  case  of  G.  O.  G.,  Dr.  Potter  stated 
that  in  this  case  the  intervals  of  insanity  were  very  short : 
that  on  one  or  two  occasions  the  patient  had  been  arrested 
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and  sent  to  jail  previous  to  commitment  to  the  hospital. 
On  the  onset  of  his  sixth  attack  he  went  to  the  jail  and  asked 
to  be  sent  to  the  State  hospital,  stating  to  the  authorities 
that  he  had  been  at  the  hospital  before  and  that  he  was 
afraid  that  he  would  become  violent.  On  the  onset  of  his 
seventh  attack  the  patient  came  to  the  hospital  one  morn- 
ing" and  applied  for  admission;  stated  that  he  had  been 
worried  and  that  he  had  been  absolutely  unable  to  sleep 
for  several  nights.  He  was  told  that  he  could  not  be  ad- 
mitted without  the  proper  papers.  He  left  the  hospital, 
but  in  the  evening  of  the  same  day  he  came  back  accom- 
panied by  his  brother,  bringing  the  necessary  admission 
papers.  This  man  has  specially  good  working  capacity. 
As  soon  as  he  recovers  from  his  attacks  of  excitement  he 
returns  to  his  work.  He  has  charge  of  construction  work, 
under  the  city  surveyor. 

Dr.  Howard  asked  the  following  questions: 
kk  Mr.  G. ,  do  you  think  if  you  were  going  to  be  sick  you 
would  know  it  ahead?"    "  Yes,  sir,  I  believe  I  would,"  he 
replied. 

"  How  would  you  know  it?" 

"  Well,  I  would  have  a  bad  feeling  coming  over  me  that 
would  kind  of  make  me  think  that  I  was  going  to  be  sick." 

"  How  would  3'ou  be  about  sleeping?" 

"Well,  that  would  be  the  starting  of  it;  I  wouldn't 
sleep  perhaps  for  a  night  or  two  in  succession — that  was 
the  starting  the  last  two  or  three  times  I  was  up  here." 

"  If  you  felt  like  that  and  wanted  to  go  to  a  hospital 
would  you  go  to  one  of  the  general  hospitals  or  not?" 

14  Well,  I  think  I  would  rather  come  here." 

"  Why  would  you  rather  come  here?" 

"Well,  because  I  was  used  well  here  each  time  I  have 
been  sick." 

"  You  would  be  used  well  anywhere  you  go." 

"Well,  I  thought  this  was  the  institution  for  my  case;  I 
go  a  little  too  strong  for  the  other  fellows  "  (meaning  the 
nurses  in  general  hospitals). 

The  remaining  cases  presented  belonging  to  this  group 
were  cases  of  manic-depressive  mixed  types  and  depress- 
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ive  types.  Four  of  these  eases  have  been  discharged 
recovered  and  had  returned  to  the  hospital  for  this  session 
at  the  request  of  the  physician.  These  cases  had  all  made 
a  good  recovery  and  were  working  efficiently. 

In  closing  Dr.  Howard  remarked  in  connection  with 
the  collection  of  cases  presented  that  nearly  all  of  them 
belonged  to  a  group  by  themselves;  that  ten  years  ago  he 
would  not  have  consented  to  any  such  grouping. 

Dr.  Meyer  said:  "We  have  here  a  group  of  cases 
which  through  the  recurrence  of  attacks  and  through  the 
preservation  of  their  mental  acumen  stand  out  strongly 
against  what  we  might  call  a  prejudice  of  the  past,  and 
form  a  unit  worthy  of  full  respect.  The  question  would 
naturally  be  raised:  'What  is  the  proportion  and  kind 
of  cases  that  come  relatively  close  to  these  thirty-four 
without  having  reached  the  distinction  of  having  had  at 
least  ten  years'  existence  since  the  first  attack?'  The 
next  question  would  be:  'Are  the  equivalents  of  symp- 
tom complexes  which  these  patients  present  of  such  a 
character  as  to  allow  us  to  foretell  the  absence  of  deterio- 
ration in  cases  which  do  not  fulfill  all  the  conditions  sug- 
gested by  the  majority  of  these  cases?'  The  next  step 
will  evidently  be  a  wider  survey  of  the  cases  including 
those  which  used  to  confuse  the  mind  of  the  alienist  by 
apparently  having  the  features  of  this  group  but  present- 
ing a  final  deterioration.  These  cases  would  probably 
show  fundamental  differences.  There  are,  to  be  sure,  cer- 
tain cases  which  might  easily  shake  one's  faith  in  the 
generalization  that  the  manic-depressive  insanities  could 
be  so  clearly  defined  and  that  they  would  always  be  char- 
acterized by  recovery  from  different  attacks  and  by 
absence  of  deterioration.  In  the  first  place  there  are 
cases  which  are  practically  continuous — continuous  for 
six,  eight  or  ten  years,  as  long  as  I  have  known  them ; 
but,  of  course,  we  can  not  say  that  these  cases  might  not 
show  ultimately  a  complete  recovery  without  deterioration. 
There  are  further  cases  of  manic-depressive  recurrent  ex- 
citement from  which  the  patient  recovered  a  number  of 
times  but  to  which  there  were  added  paranoid  or  paranoic 
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states  lasting  evren  through  the  intervals  between  excite- 
ments. We  have  been  in  the  habit  of  keeping  these  cases 
apart  for  further  study.  We  must  be  willing  to  admit 
that  some  cases  show  complications  and  perhaps  devia- 
tions from  the  groups  seen  this  afternoon. 

While  we  may  have  seen  cases,  by  the  dozen  perhaps, 
still  in  the  attack,  we  have  probably  for  the  first  time 
found  together  over  two  dozen  recovered  cases. 

It  is  rather  interesting  that  Bolton,  as  I  mentioned  in 
the  beginning  of  the  discussion,  classes  all  these  cases  of 
recurrent  insanities  as  fundamentally  defective.  Perhaps 
that  might  be  considered  correct  from  a  hard-hearted  and 
rigid  point  of  view  of  sizing  up  people;  and  yet  seeing 
these  patients  as  we  have  seen  them  to-day  rather  makes 
us  feel  a  little  doubtful  as  to  the  justification  of  sizing 
them  up  as  defectives,  and  still  more  those  who  have  had 
only  one  or  two  attacks." 

Dr.  Meyer  added  that  he  was  very  much  impressed  with 
the  demonstration  which  was  held  this  afternoon  and  that 
he  thought  that  for  the  future  meetings  similar  group 
demonstrations  wrould  prove  very  suggestive. 

In  the  evening,  the  meeting  of  the  Rochester  Academy 
of  Medicine  was  held  at  the  hospital  on  invitation  of  Dr. 
Howard.  Before  this  meeting  Dr.  Meyer  gave  a  detailed 
report  of  a  case  of  trauma  of  the  frontal  lobe.  The  patient 
in  whom  the  trauma  occurred  had  been  at  the  hospital  and 
the  brain  had  been  sent  down  to  the  Pathological  Institute 
for  examination. 

Dr.  Meyer  also  gave  a  demonstration  of  serial  section 
of  a  case  of  motor  aphasia  with  discussion  of  recent 
advances  in  the  problem  of  aphasia  and  localization.  The 
serial  sections  were  from  the  brain  of  Mrs.  S.,  a  patient 
who  was  formerly  at  the  hospital. 
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Cask  No.  1367. — E.  E.,  male;  married;  Germany.  This  case  has 
a  history  of  recurrent  insanity  extending  over  a  period  of  fifty-four 
years,  first  attack  occurring  when  patient  was  eighteen  years  of  age. 
There  is  a  history  of  twelve  admissions  to  asylums  and  hospitals  and 
twenty-three  attacks.  Most  of  the  attacks  have  been  of  the  type  of 
manic-depressive  excitement;  a  few  of  the  attacks  have  been  marked 
by  depression. 


Under 


Date. 

Age. 

Treat- 

Hospital. 

Interval. 

ment. 

(1) 

1854 

18 

9  months 

Utica  State  Hosp. 

2  years 

3-4) 

1857- 

20-21 

Three  or 

1  year 

1858 

four  attacks 

of  depres- 

sion or  ex- 

citement 

(5) 

1859 

23 

Monroe  Co.  Asylum 

7  years 

(6) 

1808 

32 

2  days 

do  do 

1  month 

(>) 

1868 

32 

14  days 

do  do 

0  months 

(8) 

180!) 

33 

14  days 

do  do 

2  years 

0) 

isn 

35 

18  days 

do  do 

0  months 

(10) 

1871 

35 

30  days 

do  do 

•2  months 

(11) 

1871 

30 

3  months 

do  do 

10  years 

(12) 

1881 

40 

1  month 

do  do 

1  month 

(13) 

1881 

40 

1  year 

do  do 

11  years 

(14) 

1892 

57 

> 

Sacramento.  Cal. 

5  years 

(15) 

1897 

02 

10  years 

Rochester  State  Hosp.  Died  1907 

Remarks. 


Recovered  and 
engaged  in 
employment 


Married  in  1801 
See  letter 

Improved 


See  letter 


Case  No.  3935. — T.  H.,  male;  single;  U.  S.  History  covers  a 
period  of  twenty -five  years  during  which  time  there  have  been  eleven 
attacks.  The  first  attack  occurred  when  patient  was  eighteen  years 
of  age.  During  the  first  and  second  attacks  he  was  cared  for  in  the 
Buffalo  State  Hospital. 

Mother  was  insane  while  pregnant  with  patient.  Brother  is  a 
criminal.    Patient  has  been  intemperate. 


Date. 

AGE. 

UNDER 

Treatment. 

Hospital. 

Interna 

0) 

1880 

18 

Few  months 

Buffalo  State  Hosp. 

> 

(2> 

1883 

21 

do 

do 

do 

10 

years  (?) 

(3) 

1895 

33 

Two  months 

Rochester  State  Hosp. 

2 

months 

(-1) 

1896 

34 

Three  months 

do 

do 

13 

A  years 

(S) 

1897 

35 

1  year  4  months 

do 

do 

3 

months 

(0) 

1898 

30 

1  year 

do 

do 

11 

months 

(7) 

1900 

38 

11  months 

do 

do 

8 

months 

(8) 

1901 

39 

1  year  4  months 

do 

do 

8 

months 

(9) 

1903 

41 

10  months 

do 

d<* 

2 

months 

(10) 

1904 

41 

1  year 

do 

do 

1 

year 

(11) 

1900 

42 

1  year 

do 

do 

Total 


7  years  5  months 


4    years  3  months 
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Case  No.  366S. — A.  R.,  age  43;  single;  Russia.  Case  of  recurrent 
insanity  of  the  manic-depressive  type,  extending  over  a  period  of 
twenty-five  years.  Age  at  first  attack,  eighteen  years.  There  have 
been  thirteen  attacks.  During  first  attack  patient  was  cared  for  at 
Michigan  Retreat;  during  another  attack  at  Buffalo  State  Hospital; 
in  1901  was  at  Worcester,  Mass. 

Under 


Date  Age. 

HOSPITAL. 

rv  r. M  AKK>. 

MENT. 

(1) 

1882 

18 

2 

weeks 

Michigan  Retreat 

4  years 

(2) 

1886 

22 

3 

months 

Buffalo  State  Hosp. 

2  years 

(8) 

1888 

24 

Monroe  Co. 

Asylum 

(4) 

1888 

24 

months 

do 

do 

9  months 

(5) 

1880 

25 

4 

months 

do 

do 

3  years 

(«) 

1893 

28 

4 

months 

Rochester  State  Hosp. 

2  years 

(7) 

1895 

30 

3 

months 

do 

do 

2  years 

Depressive 

phase 

(8) 

1897 

32 

1 

month 

do 

do 

1  month 

(9) 

1897 

32 

3 

years 

do 

do 

1  month 

Occas.  parole 

(10) 

1900 

35 

11 

months 

do 

do 

1  month 

01) 

I'M  11 

m 

4 

months 

do 

do 

7  months 

Discharged 

by  escape 

1901 

7*A 

;  -weeks 

Worcester 

(12) 

1902 

37 

3 

years 

Rochester  State  Hosp. 

5  months 

(13) 

1905 

41 

3 

years  -J- 

do 

do 

3  intermissions 

.   2  excited  peri- 
ods since 
admission. 


12  years-)-  15  years 

7'2"  months 


Case  No.  4032. — J.  D.,  age  35;  single;  U.  S.  Case  of  recurrent 
insanity  extending  over  a  period  of  twelve  years.  Maternal  aunt  and 
uncle  were  insane. 


Date. 

AGE. 

Under 
Treatment. 

Hospital. 

Interval. 

(1) 

1895 

23 

3  months 

Home 

0  years 

(2) 

1901 

29 

3  months 

Rochester  State  Hosp. 

2  years 

(3) 

1903 

31 

4  months 

do  do 

2  years 

(4) 

1905 

33 

3  months 

Home 

1  year 

(5) 

190(5 

34 

7  months 

Rochester  State  Hosp. 

5  months 

Case  No.  4153. — M.  S.,  age  80;  widowed;  U.  S.  Case  of  recurrent 
insanity  of  manic-depressive  type  extending  over  a  period  of  thirty- 
nine  years,  in  which  there  were  six  attacks.  Age  at  first  attack  41 
years ;  last  attack  So  years. 


Date. 

AGE. 

Under 
Treatment. 

HOSPITAL. 

Interval. 

(1) 

1870 

41 

Home 

Several  months 

(2) 

1871 

43 

■> 

Buffalo  State  Hosp. 

12  years 

(3) 

1883 

55 

2  months 

Monroe  Co.  Asylum 

1  years 

(4) 

1888 

01 

2  months 

do  do 

5  years 

(5) 

1899 

72 

20  months 

Rochester  State  Hosp. 

8  years 

(6) 

1907 

80 

7  months 

do  do 
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Case  No.  4045. — A.  B.,  age  55;  widowed;  Ireland.  Case  of 
recurrent  insanity  extending  over  a  period  of  thirty-eight  years. 
There  is  a  history  of  five  attacks;  age  at  first  attack  seventeen  years. 
Type  of  attacks  excitement. 


Date. 

AGE. 

Under 
Treatment 

Hospital 

INTERVAI 

00 

1869 

17 

Few  months 

Castle  Bare  ( Ireland ) 

7  years 

(8) 

1877 

25 

Few  months 

Utiea  State  Hosp. 

14  years 

(3) 

1895 

42 

(5  months 

Rochester  State  Hosp. 

1<J  years 

(4) 

1903 

51 

2  years  3  months 

do  do 

4  years 

(5) 

l!)i>7 

11  months 

do  do 

Case  No.  3735. — A.  J.,  age  59;  married;  Ireland.  Mother  insane. 
Two  sisters  had  "nervous  trouble."  Daughter  Case  No.  2018 — 
manic-depressive,  depressive  type. 

Case  presents  a  history  of  recurrent  insanity  extending  over  a 
period  of  thirty-four  years,  during  which  time  there  were  six  attacks. 
Type  of  insanity  manic-depressive  excitement. 


Date. 

AGE. 

Under 
Treatment. 

Hospital. 

In  i  erval. 

m 

1871 

25 

> 

Ireland 

5  years 

® 

1870 

29 

8  months 

Utica  State  Hosp. 

16  years 

m 

1892 

44 

1  year  10  months 

Rochester  State  Hosp. 

2  years 

(4) 

1894 

40 

15  months 

do  do 

5  years 

(5) 

1999 

51 

13  months 

do  do 

8  years 

1905 

59 

8  months 

do  do 

Died 

Case  No.  3752. — J.  L. ,  age  52;  widowed;  U.  S.  Mother  was  a 
patient  in  the  Rochester  State  Hospital,  admitted  when  she  was 
seventy- five  years  of  age ;  her  psychosis  showed  a  paranoid  trend.  A 
brother  has  criminal  tendencies — is  now  in  Auburn  prison.  There  is 
a  history  of  a  psychosis  extending  over  a  period  of  twenty- five  years, 
the  first  attack  occurring  at  the  age  of  twenty-five  years.  There  have 
been  eighteen  attacks.  The  longest  duration  of  any  attack,  except 
the  eighteenth,  was  eleven  months.  At  present  the  patient  has  been 
in  the  hospital  for  two  years. 

Under 

Date.  Age.  Treat-  Hospital.  Interval, 

ment. 


(1) 

1881 

25 

3  months 

.Monroe  Co.  Asylum 

13 

months  - 

(3) 

1883 

26 

3  months 

do 

do 

8 

months 

(8) 

1884 

27 

3  months 

do 

do 

8 

months 

(4) 

1885 

28 

3  months 

do 

do 

11 

months 

(5 

1886 

30 

9  months 

do 

do 

6 

months 

(6) 

1887 

30 

4  months 

do 

do 

months 

(7) 

1888 

31 

3  months 

do 

do 

43 

months 

(8) 

1891 

34 

5  months 

Rochester 

State  Hosp. 

21 

months 

(9) 

1894 

37 

7  months 

do 

do 

months 

(10) 

1894 

37 

8  months 

do 

do 

19 

months 

(U) 

1896 

39 

3  months 

do 

do 

5 

months 

02) 

1897 

40 

8  months 

do 

do 

6 

months 

(13) 

1898 

41 

11  months 

do 

do 

8 

months 

(14) 

1898 

43 

9  months 

do 

do 

ST 

months 

(15) 

1902 

45 

9  months 

do 

do 

4 

months 

(16) 

1903 

46 

11  months 

do 

do 

'  1 

months  7  days 

(17) 

1904 

47 

11  months 

do 

do 

4 

months 

(18) 

1906 

52 

1  year  10  months  do 

do 

A#.  5,  '07,  remission 

Total 


11  years  2  months 


13    years  11  months 
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Case  No.  4278. — H.  J.  S.,  age  49;  married;  U.  S.  In  this  case 
there  is  a  history  of  recurrent  attacks  of  insanity,  a  period  of  twenty- 
four  years  having  elapsed  since  the  first  attack.  There  have  been 
seven  attacks,  the  first  occurring  when  patient  was  twenty-five  years 
of  age.    The  longest  interval  has  been  ten  years. 

Patient  has  a  brother  in  the  Willard  State  Hospital  and  one  in  this 


hospital. 

Date. 

AGE. 

Under  Treatment. 

Hospital. 

Interval. 

(1)  1883 

25 

15  months 

Buffalo  State  Hosp. 

9  months 

(2)  1885 

27 

8  months 

do  do 

5  years 

(3)  1891 

33 

5  months 

do  do 

10  years 

(4)  1900 

43 

9  months 

Willard  State  Hosp. 

1  year 

(5)  1902 

45 

10  months 

do  do 

22  months 

(G)  1905 

48 

2  years  5  months 

Buffalo  State  Hosp. 

1  month 

(7)  1907 

49 

Rochester  State  Hosp. 

Case  No.  2557. — L.  O'B.,  age  41;  single;  U.  S.  Mother,  two 
sisters  and  one  brother  insane.  Brother  is  still  at  the  hospital — 
manic-depressive  excitement. 

Patient  has  suffered  from  attacks  of  manic-depressive  excitement 
since  twenty-eight  years  of  age,  psychoses  having  extended  over  a 
period  of  thirteen  years.  During  this  time  she  has  had  six  major 
attacks  and  three  milder  attacks  of  excitement.  For  the  last  three 
years  patient  has  expressed  delusions  of  persecution  fairly  well 
systematized. 


Under 

Date. 

AGE. 

Treat- 

Hospital. 

Interval. 

Remarks. 

ment. 

(1) 

1896 

28 

1  month 

Rochester 

State  Hos 

p.    1  month 

(2) 

1K96 

28 

2  months 

do 

do 

7  months 

Slight  attack 
home 

(3) 

1897 

29 

9  months 

do 

do 

3  months 

(4) 

1898 

30 

1  year 

do 

do 

3  years 

3  remissions 

(5) 

1902 

35 

2  months 

do 

do 

5  months 

(6) 

1903 

30 

3  months 

do 

do 

4  years 

Paranoid 

condition 

(?) 

1906 

40 

(Slight  attack  lasting  two  weeks- 

-home*. 

1W7 

41 

(Sligttt  attack  lasting  two  orthree  days— home). 

Case  No.  4060. — M.  B.,  age  41 ;  single;  Ireland.  Patient  presents 
a  history  of  recurrent  psychosis  extending  over  a  period  of  twenty- 
two  years.  There  have  been  six  attacks,  the  longest  interval  of 
sanity  was  seven  years.  First  attack  occurred  when  patient  was 
eighteen  years  old  and  was  cared  for  in  a  hospital  in  Ireland. 

Mother  was  insane.    One  sister  is  insane. 


Date. 

Age. 

Under 
Treatment. 

Hospital. 

Interval. 

(1) 

1885 

18 

Ireland 

7  years 

(2) 

1893 

25 

2  months 

Rochester  State  Hosp. 

6  years 

(3) 

1901 

32 

4  months 

do 

do 

5  years 

(4) 

1903 

35 

4  months 

do 

do 

2  years 

(5) 

1905 

37 

5  months 

do 

do 

1  year 

(«) 

1907 

4U 

7  months 

do 

do 

7!) 


Cask  No.  3017. — M.  G.,  age  48;  widowed;  U.  S.  History  of 
insanity  of  manic-depressive  type  extending  over  a  period  of  four 
teen  years,  in  which  there  have  been  ten  attacks,  the  longest  interval 
of  sanity  being  three  years. 

Interval. 

3  years 
1  year 
1  year 
2%  years 
8  months 
5  months 


Date. 

Age. 

Under 
Treatment. 

Hospital. 

(1) 

1893 

36 

18  months 

Willard  State  Hosp. 

® 

18% 

39 

5  months 

Rochester  State  Hosp. 

(8) 

1807 

40 

9  months 

do  do 

(4) 

1901 

43 

(i  months 

do  do 

(5) 

1903 

45 

5  months 

do  do 

(6) 

1905 

48 

5  months 

do  do 

(7) 

1905 

(September  2d.  one  week  excitement). 

(8) 

1906 

(August 

—two  or  three  days). 

(9) 

1907 

(Februai 

ry — ten  days)  Rochester  State  Hospital. 

(10) 

1907 

August  26th,  acute  excitement,  1  month. 

1907 

November — convalescing,  Rochester  State  Hospi 

Case  No.  4309. — M.  S.,  age  53;  married;  U.  S.  History  of  psycho- 
sis extends  over  a  period  of  eleven  years,  during  which  time  there 
have  been  six  attacks.  Age  at  first  attack  forty-two  years.  Mother 
showed  some  criminal  tendencies. 


Date. 

Age. 

Under 
Treat- 
ment. 

HOS 

PITA  L. 

Interval. 

(1) 

1897 

42 

6  months 

Rochester  State  Hosp. 

2  years 

(2) 

1900 

45 

6  months 

do 

do 

2]A  years 

(3) 

1903 

47 

4  months 

do 

do 

10"4  months 

(4) 

1905 

49 

3  months 

do 

do 

6  months 

(5i 

1905 

50 

4  months 

do 

do 

5  months 

(6) 

1906 

52 

9  months 

do 

do 

5  months 

(7) 

1907 

53 

1  month 

do 

do 

> 

Case  No.  4051. — A.  C,  age  53;  married ;  U.  S.  Time  elapsed  since 
onset  of  first  attack,  ten  years.  There  have  been  four  attacks.  The 
second  attack  was  one  of  depression;  attempted  suicide.  In  1897 
was  a  patient  in  the  Willard  State  Hospital. 

Under 

Remarks. 


(Attempted 
suicide; 


Date. 

AGE. 

Treat- 

Hospital. 

iN'l  ERVAL. 

ment. 

(1) 

1897 

43 

8  months 

Willard  State  Hosp. 

1  year 

(2) 

1899 

44 

Few 

Home 

8  years 

(3) 

1907 

53 

3  months 

Rochester  State  Hosp 

4  months 

(4) 

1907 

54 

1  month  -f- 

do  do 

Case  No.  4240. — M.  Y.,  age  26;  single;  U.  S.  Father  and  mother 
were  both  insane.  Patient  had  two  sisters  and  one  brother  in  Willard 
State  Hospital. 

Case  of  manic-depressive  excitement.  There  have  been  six 
attacks,  age  at  first  attack  fourteen  years. 


Date. 

AGE. 

UNDDER 

Treatment. 

HOSPITAL 

Interval. 

(1) 

1896 

14 

7  months 

Willard  State  Hosp. 

1  year 

(2> 

1898 

10 

7  months 

do  do 

2  years 

(3) 

1902 

20 

8  months 

do  do 

1  year 

(4) 

1904 

22 

8  months 

do  do 

3  years 

(5) 

1907 

26 

3  months-f- 

Rochester  State  Hosp, 
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Case  No.  2994.— G.  O.  G.,  age  43;  male;  married;  U.  S.  During 
fourteen  years  was  admitted  to  the  hospital  seven  times. 


Date. 

AGE. 

Under 
Treatment . 

Hospital. 

Interval 

(1) 

1S!»4 

34 

1  month 

Rochester  State  Hosp. 

0 

years 

(2) 

1996 

36 

4  months 

do 

do 

t% 

years 

(3) 

1896 

38 

2  months 

do 

do 

1 

year 

(4) 

1899 

39 

2  months 

do 

do 

t% 

years 

(§) 

1901 

-k) 

2  months 

do 

do 

1 

year  3  months 

(6) 

1903 

41 

2  months 

do 

do 

2 

years 

(7) 

1966 

43 

4  months 

do 

do 

2 

years+ 

Case  No.  2750. — S.  H.,  age  68;  married;  U.  S.  History  of  fifteen 
attacks  of  manic-excitement  extending  over  a  period  of  twenty  years, 
first  attack  occurring  at  the  age  of  forty-two  years  and  last  attack  at 
age  of  sixty-two. 


Date. 

AGE. 

Under 
Treatment. 

Hospital. 

Interval. 

(1) 

1883 

41 

2 

months           Buffalo  State  Hosp. 

9 

months 

(2) 

1885 

42 

53 

■2  months  Rochester 

State  Hosp. 

9 

months 

(3) 

1887 

44 

10 

months 

do 

do 

months 

(4) 

1890 

47 

10 

months 

do 

do 

0 

years 

(5) 

1891 

48 

months 

do 

do 

9 

months 

(6) 

1893 

50 

5 

months 

do 

do 

11  % 

months 

CO 

1893 

50 

6 

months 

do 

do 

6 

months 

(8) 

1895 

52 

4 

months 

do 

do 

15 

months 

(9) 

1896 

53 

4 

months 

do 

do 

16 

months 

(10) 

1898 

55 

4 

months 

do 

do 

3 

months 

(11) 

1898 

55 

4 

months 

do 

do 

3 

months 

(12) 

1900 

56 

5 

months  3  weeks 

do 

do 

1 

year  5  months 

(13.i 

1001 

57 

months  6  days 

do 

do 

4 

months 

04) 

1902 

59 

6 

months 

do 

do 

!) 

months 

(15) 

1004 

69 

S 

years  5  months 

do 

do 

Died. 

Case  No.  2928. — B.  S.,  age  53;  married;  U.  S.  The  three  attacks 
of  insanity  were  all  of  the  manic-depressive  excitement.  Onset  was 
rather  sudden  and  she  made  a  good  recovery. 

Mother,  two  maternal  aunts  and  an  uncle  were  insane. 


Date. 

AGE. 

Under 
Treatment. 

Hospital. 

Interval. 

(1) 

1894 

40 

6  months 

Rochester  State  Hosp. 

2  years 

(2) 

1896 

42 

1  year 

do  do 

8  years 

(.3) 

1904 

50 

6  months 

do  do 

3  years  4- 

Case  No.  4002. — C.  B. ,  age  39;  married;  U.  S.  History  extending 
over  a  period  of  ten  years,  in  which  there  have  been  five  attacks. 
Attacks  have  all  been  of  the  manic-depressive  type. 


Date. 

AGE. 

Under 
Treatment. 

Hospital. 

Interval 

(1) 

1895 

28 

y 

L'tica  State  Hosp. 

2  years 

(2) 

1897 

30 

2  months 

Rochester  State  Hosp. 

3  years 

(3) 

1900 

33 

3  months 

do  do 

4  years 

(4) 

1905 

38 

2  months 

do  do 

1  year 

(5) 

1906 

39 

6  months 

do  do 

Died 
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Case  No.  2082. — M.  McV.,  age  33;  male;  single;  U.  S.  History 
extending  over  a  period  of  sixteen  years,  in  which  there  were  four 
attacks. 

The  statement  is  made  that  in  1890,  when  patient  was  sixteen  years 
old  and  one  year  before  first  attack,  he  had  a  sunstroke. 


Date. 

AGE. 

Under 
Treatment. 

Hospital. 

Interval 

(1) 

1891 

17 

10  months 

Buffalo  State  Hosp. 

1  year 

(2) 

1893 

19 

13  months 

Willard  State  Hosp. 

1  year 

(8) 

1895 

21 

6  months 

Rochester  State  Hosp. 

6  years 

4) 

im 

6  months 

do  do 

5  years 

(•r>) 

1907 

83 

3  months 

Home 

;« 

Case  No.  2800. — D.  Q.,  age  41;  male;  single;  Canada.  History 
of  psychosis  of  manic  depressive  type,  extending  over  a  period  of 
twenty-nine  years,  the  first  attack  occurring  at  the  age  of  twenty 
years.    There  have  been  eleven  attacks. 
Under 


Date. 

AGE. 

Treat- 

Hospital. 

Interval.  Remark-. 

ment. 

(1) 

1878 

18 

> 

3  months   Slight  attack 

at  home 

<® 

1883 

23 

Few  months 

Toronto 

5  years  Worked 

steadily 

(3) 

1888 

28 

Few  months 

Kingston 

1  year 

(4) 

1889 

30 

6  months 

Canada 

4  years 

C5) 

1S93 

34 

3  months 

Rochester  State  Hosp. 

4  years 

(Is  said  to  have  been  in  Kingston  hospital 

few  months) 

(6) 

1897 

37 

4  months 

Rochester  State  Hosp. 

1  year 

(7) 

1896 

39 

3  months 

do 

do 

1  year 

(8) 

1899 

40 

5  months 

do 

do 

9  months 

(9) 

1900 

41 

3  months 

do 

do 

3  years 

(10) 

1903 

43 

3  months 

do 

do 

9  months 

(") 

1904 

44 

7  months 

do 

do 

3  years-}- 

Case  No.  2597. — C.  M.,  age  47;  male;  widowed;  U  S.  History 
extending  over  a  period  of  seventeen  years,  in  which  there  have  been 
four  attacks.    Mother  was  insane  and  recovered. 


Date. 

Age. 

Under 
Treatment. 

Hospital. 

Interval. 

(.1) 

1890 

29 

l  month 

Buffalo  State  Hosp. 

2  months 

® 

1890 

25) 

1  month 

do  do 

13  years 

(8) 

1903 

42 

3  months 

Rochester  State  Hosp. 

3  years 

(4) 

11(00 

40 

0  months 

do  do 

1  year-f- 

Case  No.  2409. — C.  S.,  age  39;  single;  U.  S.  Case  extending  over 
a  period  of  eighteen  years — three  typical  attacks. 

T  R  EAT* MEN  T .  HOSPITAL.  INTERVAL, 

Few  months  Monroe  Co.  Asylum        3  years 

Buffalo  State  Hosp. 
9  months  Rochester  State  Hosp.     9  years 

2  years  2  months  do  do  3  years-f- 


Date. 

AGE. 

0) 

1889 

21 

(2) 

1893 

25 

(3) 

1902 

32 

May — 1903 — f 
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Case  No.  3974. — F.  C,  age  43;  male;  single;  U.  S.  History  of 
psychosis  extending  over  a  period  of  seventeen  years,  in  which  there 
have  been  three  attacks. 


(1) 


(2) 
(3) 


Date.  Age. 


1891 


1899 
190G 


Under 
Treat- 
ment. 

2  months 


(5  months 
9  months 


Hospital. 


Interval.  Remarks. 


Rochester  State  Hosp.    8  years 


do 
do 


do 
do 


(  Rumor  of 
slight  attack 
during  this 
period ). 


Case  No.  1405. — G.  W. ,  age  51  ;  male;  married;  U.  S.  History  of 
psychosis  extending  over  a  period  of  fourteen  years,  four  attacks. 
Attacks  were  characterized  by  depression  with  delusions  of  suspicion. 


Date. 

AGE. 

Under 
Treatment. 

Hospital. 

Interval. 

(1) 

1893 

36 

2  months 

Middletown  State  Hosp. 
Rochester  State  Hosp. 

3  months 

(2) 

1894 

37 

8  months 

Rochester  State  Hosp. 

1  year 

(S) 

1896 

38 

3  years 

Middletown  State  Hosp. 
Rochester  .State  Hosp. 

2  years 

(4) 

1898 

41 

15  months 

Rochester  State  Hosp. 

8  years  4- 

Case  No.  2558. — S.  W.,  age  58;  widowed;  U.  S.  Daughter  in 
Rome  Custodial  Asylum  for  idiots.  One  daughter  in  this  hospital — 
dementia  prsecox.    Son,  feeble-minded. 

Case  of  manic-depressive  depression  extending  over  a  period  of 
twenty  years.  There  have  been  six  attacks,  all  of  the  depressive 
type ;  symptoms  on  all  admissions  have  been  very  similar. 


Date. 

Age. 

UNDER 
Treatment. 

Hospital. 

Interval. 

(1) 

1885 

35 

1  year 

Monroe  Co.  Asylum 

14  years 

(2) 

1899 

50 

1  year 

Rochester  State  Hosp. 

1  year 

(3) 

1901 

51 

6  months 

do  do 

6  months 

(4) 

1902 

52 

6  months 

do  do 

9  months 

(5) 

1903 
1907- 

56 

.Suicided. 

2  years 

do  do 

2  years 

Case  No.  4012. — A.  B.,  age  45;  widowed;  U.  S.  Mother  at  age  of 
forty-five  was  insane — was  at  Brigham  Hall  (a  private  asylum  for  the 
insane).    Brother  was  a  patient  in  this  hospital 

This  case  gives  a  history  of  repeated  attacks  of  depression,  extend- 
ing over  a  period  of  thirty  years.  When  patient  was  forty-four  years 
of  age  there  was  a  short  delirious  episode  of  which  there  is  some 
amnesia. 

Remarks. 

(Several 
attacks  of 
depression) 
Anaemic 
(Several 
minor  at- 
tacks) 


Date.  Age. 


0) 


(2) 


1877 
1877-82 


(3) 

(5) 
(6) 


1883 
1883-90 

1892 
1898 
1906 
1907 


14 
14-19 


20-27 


Under 
Treatment. 
3-4  weeks 


9  month; 


Hospital 


Home 
do 


Sanitarium 
Home 


Interval 


2  years 


4  months 
1  year 
4  months 
3  months 


Home  6  year? 

do  8  years- 

Rochester  State  Hosp.  1  year 
Home 


do 
do 


do 
do 


8o 


Case  No.  3026. — L.  T.,  age  53;  married;  U.  S.  History  of  first 
attack  occurring  at  the  age  of  twenty-nine,  extending  over  a  period  of 
twenty-two  years.  There  have  been  four  admissions,  but  there  have 
been  many  minor  attacks  in  which  she  was  cared  for  at  home.  The 
picture  of  the  psychosis  during  the  acute  symptoms  have  resembled 
that  of  agitated  anxiety,  although  there  has  been  no  confusion. 

Date.   Age.   treatment  Hospital.  Interval. 

(1)  18X4       29         3  months      Buffalo  State  Hosp.  10  years 

(During    these  10 
years  several  short 
attacks  lasting 
from  1  to  2  weeks) 

(2)  1S95       39         1  year  Rochester  State  Hosp.     10  years 
(8)       1903       49        7  months  do  do  1  month 
(4)        1905       51         1  year                do             do              4  months 

Case  No.  4154. — C.  McC.,age  47;  single;  U.  S.  Mother  peculiar. 
Sister  was  insane.  History  of  psychosis  extending  over  a  period  of 
twenty-two  years,  with  five  attacks. 


Date. 

Age. 

Under 
Treatment. 

Hospital. 

Interval. 

(1) 

18S5 

20 

6  months 

Home 

15  years 

(2) 

1900 

35 

5  months 

Rochester  State  Hosp. 

1  year 

(3) 

1901 

36 

5  months 

do  do 

3  years 

(4) 

1904 

39 

4  months 

do  do 

2  years 

(5) 

1907 

42 

<5  months+ 

do  do 

On  Wednesday  morning,  March  nth,  the  third  session 
was  convened  at  9  o'clock.  A  series  of  seven  cases  show- 
ing some  psychasthenic  and  hysterical  features  were 
presented. 

The  first  case,  M.  S.,  was  presented  by  Dr.  Bentley. 
This  case  had  presented  three  recurrent  attacks.  The 
first  attack  was  precipitated  by  severe  moral  shock,  char- 
acterized by  emotional  excitement,  irregularly  periodic 
dazed  states,  irrational  acts  not  subsequently  remembered. 
Narrowed  stream  of  ideation,  one  of  the  ideas  becoming 
dominant.  Hysterical  stigmata,  anaesthesias  and  anal- 
gesias. 

In  discussing  this  case  Dr.  Meyer  said  that  it  was  dim- 
cult  to  understand  the  attack  of  a  patient  of  this  character 
if  there  is  not  an  opportunity  of  finding  out  the  details  in 
the  development  of  each  attack.  This  type  of  develop- 
ment is  bound  to  become  more  and  more  interesting. 
There  is  no  doubt  about  our  dealing  with  a  hysterical  dis- 
order that  partakes  of  some  of  the  characteristics  of  a 
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recurrent  psychosis,  and  in  that  direction  most  of  the  cases 
to  be  demonstrated  to-day  give  instances.  Many  of  the 
recurrences  look  as  if  they  came  with  a  revival  of  thinking 
over  and  over  the  distressing  features  of  the  past,  which 
during  the  normal  period  were  never  fully  understood  and 
put  aside.  The  doctor  stated  that  whereas  the  patient 
attributes  the  cause  of  her  trouble  to  certain  experiences, 
occurring  at  a  certain  time,  yet  possibly  her  hysterical 
symptoms  may  be  due  to  experiences  of  a  much  earlier 
date.  In  order  to  discover  the  full  cause  the  patient  must 
be  brought  into  a  mood  for  communication,  if  necessary 
with  the  help  of  association  tests  or  hypnosis. 

The  second  case,  A.  J.,  was  presented  by  Dr.  Ballantine. 
In  this  case  there  is  a  history  of  periodical  nervous 
attacks  beginning  in  adolescence.  The  first  mental  de- 
rangement occurred  when  the  patient  was  about  twenty- 
one  years  of  age.  It  lasted  for  about  three  years, 
then  there  was  a  remission  for  five  or  six  years;  but 
during  the  remission  the  periodical  nervous  attacks  con- 
tinued. The  patient  is  emotionally  shallow,  fabricates 
whole  situations;  delusions  are  absurd  and  mobile;  judg- 
ment is  poor  and  she  shows  variable  hysterical  stigmata. 
There  are  periods  lasting  sometimes  for  a  month  or  so 
when  she  is  apparently  rational  and  in  a  normal  condition. 
Amnesia  has  not  been  marked,  but  on  one  or  two  occa- 
sions slight  memory  defects  have  been  observed.  During 
the  last  ten  years  there  has. been  no  deterioration. 

The  case*  of  A.  H.  was  presented  by  Dr.  Ballantine. 
This  case  presents  a  history  of  hysterical  attacks  precipi- 
tated by  emotional  excitement  or  overtire.  Sudden  onset, 
short  duration,  sudden  clearing  up.  Last  attack  precipi- 
tated by  emotional  shock,  marked  by  partly  clouded  sen- 
sorium,  irrational  acts,  fear  rather  prominent.  Ganser's 
symptoms.    Hysterical  stigmata. 

The  case  of  A.  R.  was  presented  by  Dr.  Ballantine.  In 
this  case  there  is  a  history  of  seven  attacks  during  the  last 
thirteen  years.  Attacks  have  all  been  similar.  These 
attacks  have  been  characterized  by  sudden  onset,  short 
duration,  sudden  recovery,  last  attack  lasting  only  about 
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seven  days.  Delirium  was  marked  by  restlessness,  whim- 
sicalness.  Patient  assumed  dramatic  attitudes.  Senso- 
rium  hazy.  She  mistook  the  identity  of  those  about  her. 
At  times  would  appear  frightened  and  become  assaultive. 
Gave  approximate  answers  to  questions.  Answers  were 
sometimes  entirely  irrelevant.  After  recovering  there 
wTas  some  amnesia  for  recent  past.  Had  some  insight 
into  her  condition;  said  "I  came  to  myself  on  May  4th, 
about  four  o'clock/' 

Diagnosis  was  made  of  hysterical  delirium. 

The  case  of  A.  K.  was  presented  by  Dr.  Ballantine. 
Following  great  mental  shock  and  weeks  of  worry  and 
stress  in  a  neurotic  individual,  there  developed  marked 
emotional  disturbance,  culminating  in  complete  loss  of 
self-control;  great  agitation  and  attacks  of  frenzy.  There 
were  some  peculiar  somatic  sensations  and  impulsive 
feelings.  Recovered. 

The  next  case  presented  by  Dr.  Ballantine  was  of  M.  F. 
An  apparently  well-balanced,  industrious  and  capable 
woman,  rather  suddenly  becomes  unable  to  do  her  ordi- 
nary work.  Her  incapacity  appears  to  be  due  to  her 
inability  for  prolonged  and  systematic  application.  In- 
stead of  thinking  as  well  as  she  formerly  did  her  intellectual 
efforts  are  diffuse;  she  is  a  prey  to  her  scruples  and 
anxieties;  has  a  fear  of  being  left  alone;  expresses  pecul- 
iar aversions  and  is  hampered  by  her  constant  changeable- 
ness.  In  short  there  is  a  condition  of  general  mental  and 
moral  collapse.  In  her  heredity  and  her  environment  we 
can  trace  some  of  the  factors  that  have  evidently  caused 
this  condition.    Diagnosis  was  made  of  psychasthenia. 

The  next  case  presented  by  Dr.  Ballantine  was  of  H.  P. 
In  this  case  the  symptoms  have  been  until  a  few  months 
ago  those  of  chronic  invalidism.  All  this  time  she  has  been 
fretting  about  some  indiscretion  of  her  early  life.  More 
recently  she  has  been  possessed  of  the  most  absurd  idea, 
i.  e.,  that  she  was  afflicted  with  syphilis  which  would 
explain  all  her  physical  ailments;  this  led  to  her  attempt 
at  suicide.    On  all  other  subjects  patient  appears  rational. 

Dr.  Russell  said  that  he  thought  in  some  of  the  cases 
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under  discussion  that  important  features  were  the  sudden 
onset  and  that  some  of  them  showed  some  catatonic  traits. 

Following  this  there  were  three  cases  presented  by  Dr. 
Ballantine— cases  of  J.  R.,  A.  E.  and  M.  McC.  Two  of 
these  patients  were  present  and  apparently  had  completely 
recovered;  the  third  had  been  heard  from  and  reported 
that  she  was  well. 

History  of  J.  R.  showed  a  psychosis  in  a  woman  twenty- 
nine  years  of  age,  occurring  three  months  after  child-birth, 
pregnancy  accompanied  by  distressing  somatic  symptoms 
and  worry.  On  this  account  did  not  make  a  good  conva- 
lescence; became  worried,  irritable,  suddenly  saw  a  vision 
and  heard  a  voice  telling  her  to  throw  her  baby  on  the 
floor,  which  she  did.  Following  this  there  was  a  short 
period  of  cloudiness  for  which  there  was  amnesia  for  the 
reality,  but  evidently  a  remembrance  of  a  dream-like 
experience  gone  through  with  at  the  time,  which  later  the 
patient  believed  to  be  real.  Patient  named  this  state 
14  Persombanie. "  In  "  Persombanie  "  she  did  many  wicked 
acts  and  for  this  reason  she  was  changed ;  became  possessed 
with  this  idea,  harped  on  it  continually.  Because  of  this 
experience  she  was  no  longer  fit  to  live;  became  desper- 
ately and  persistently  suicidal.  Stated  that  she  was  not 
herself,  she  was  changed,  her  body  was  changed;  the 
world  was  not  the  same.  Lost  all  affection  for  her  chil- 
dren; thought  there  was  no  law,  nor  government,  nor 
order;  would  speak  of  herself  as  "this  thing  that  was 
Jennie."  She  was  perfectly  lucid,  had  a  good  grasp, 
showed  no  retardation  nor  difficulty  of  thought.  Judg- 
ment was  good  in  regard  to  matters  apart  from  her 
delusions  and  talked  rationally  on  indifferent  subjects. 
Recovered  after  three  years  and  seven  months. 

History  in  the  case  of  A.  E.  shows  that  she  is  a  woman 
thirty-four  years  of  age.  Onset  of  psychosis  was  sudden. 
Patient  became  run  down  physically  and  had  an  unfortu- 
nate experience  of  a  sexual  nature.  On  admission  she 
had  a  good  grasp,  was  lucid.  Became  nervous,  unhappy 
and  restless;  at  times  showed  great  agitation  and  even 
frenzy;  there  was  no  difficulty  of  thought  or  retardation. 
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Movements  were  quick.  Answered  questions  promptly. 
Complained  of  a  feeling  of  restlessness,  loss  of  interest, 
a  change  in  her  body  and  in  her  mind;  she  believed 
she  was  becoming  hard  and  petrified;  she  could  no  longer 
feel  heat,  or  cold,  or  pain.  She  had  a  feeling  that  she 
could  not  die  and  that  she  was  going  to  live  on  forever; 
that  she  was  a  disgrace  to  her  family  and  made  most 
desperate  efforts  to  hide — had  a  feeling  that  she  must  go 
away.  Complained  that  she  had  lost  all  natural  affection 
for  her  children  and  that  she  was  changed  in  every  way. 
Recovered  after  two  years  and  five  months. 

Case  of  M.  Mc.  presented.  Case  of  a  young  woman 
who  in  early  life  was  subject  to  "fits  of  the  blues." 
During  adolescence  had  an  unfortunate  sexual  experience. 
Previous  to  birth  of  child  worried  because  she  was  afraid 
her  child  would  suffer  for  her  early  acts.  Soon  after  birth 
of  child  expressed  a  fear  of  contamination.  Later  became 
sleepless,  lost  her  appetite,  there  was  some  blunting  of 
the  sensibility.  Had  a  good  grasp,  was  lucid,  movements 
were  quick  and  alert;  no  retardation  or  difficulty  of 
thought.  She  had  a  feeling  of  unrest,  a  fear  of  being  left 
alone  and  a  fear  of  losing  all  her  faculties;  a  feeling  of 
unreality  and  thought  there  was  no  time  for  eternity;  a 
feeling  that  she  had  lost  all  her  natural  affection;  that  her 
wicked  acts  had  caused  her  baby  to  become  an  imbecile 
and  that  she  was  a  "  melancholic  degenerate."  Recovered 
after  twelve  months. 

In  discussing  these  cases  the  subject  of  their  classifica- 
tion was  brought  up.  Dr.  Meyer  said:  "  I  think  in  these 
cases  we  get  some  clue  in  the  fact  that  there  have  been 
repetitions  of  the  feelings  known  as  '  the  blues.'  On  the 
other  hand  we  have  one  specific  attack  that  lasted  very 
much  longer  than  the  others  and  presented  a  very  striking 
elaboration.  The  cases  presented  at  the  previous  session 
were  clean  cut.  There  are  other  cases  who  have  at  least 
the  incapacity  to  strike  a  balance  from  time  to  time,  and 
in  a  moment  when  they  lose  their  balance  something 
which  may  have  relation  to  reminiscences  of  the  past  may 
get  hold  of  them  in  an  over-powering  way  and  then  have 
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to  work  itself  out ;  it  may  take  one  year  or  two  years  for 
the  balance  to  be  re-established.  Such  patients  may  worry 
over  something  that  occurred  during  the  time  of  unbal- 
ancing and  to  straighten  themselves  out  may  require  a 
longer  period  of  adjustment.  It  is  easier  to  believe  that 
such  mental  states  may  have  a  psychogenic  origin  rather 
than  that  they  were  due  to  some  physical  derangement 
or  autointoxication.  It  is  well  to  try  and  understand  the 
development  of  the  psychosis  out  of  the  kind  of  stuff  that 
turns  up  in  weak  moments." 

The  doctor  concluded  by  illustrating  how  this  idea  of 
the  development  of  these  cases  may  modify  our  plan  of 
treatment. 
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MINUTES  OF  QUARTERLY  CONFERENCE 


APRIL,  1908 

Minutes  of  conference  of  State  Hospital  Superintend- 
ents and  representatives  with  the  State  Commission  in 
Lunacy,  held  at  the  Capitol,  Albany,  April  23,  1908,  at 

IO.OO  A.  M. 

Present — 

Commissioners  Ferris,  Viele  and  Parkhurst. 

Dr.  Adolf  Meyer,  Director  of  the  Pathological  Institute  of  the  State 
Hospitals. 

Dr.  William  L.  Russell,  Medical  Inspector  of  the  State  Commission 
in  Lunacy. 

Utica  State  Hospital,  Harold  L.  Palmer,  M.  D.,  Medical  Super- 
intendent. 

Willard  State  Hospital,  Robert  M.  Elliott,  M.  D.,  Medical  Super- 
intendent. 

Hudson  River  State  Hospital,  Charles  W.  Pilgrim,  M.  D. ,  Medical 
Superintendent. 

Middletown  State  Homeopathic  Hospital,  Maurice  C.  Ashley, 
M.  D.,  Medical  Superintendent. 

Buffalo  State  Hospital,  Arthur  W.  Hurd,  M.  D.,  Medical  Superin- 
tendent. 

Binghamton  State  Hospital,  Charles  G.  Wagner,  M.  D.,  Medical 
Superintendent. 

St.  Lawrence  State  Hospital,  Richard  H.  Hutchings,  M.  D.,  Medi- 
cal Superintendent. 

Rochester  State  Hospital,  Ezra  B.  Potter,  M.  D.,  First  Assistant 
Physician. 

Gowanda  State  Homeopathic  Hospital,  Daniel  H.  Arthur,  M.  D., 

Medical  Superintendent. 
Long  Island  State  Hospital,  Oliver  M.  Dewing,  M.  D.,  Medical 

Superintendent. 

Kings  Park  State  Hospital,  George  O'Hanlon,  M,  D.,  First  Assist- 
ant Physician. 

Manhattan  State  Hospital,  William  Mabon,  M.  D.,  Superintendent 
and  Medical  Director. 
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Central  Islip  State  Hospital,  George  A.  Smith,  M.  D.,  Medical' 

Superintendent. 
Fred  J.  Manro,  a  Manager  of  Willard  State  Hospital. 
Mrs.  Mary  S.  Goodale,  a  Manager  of  St.  Lawrence  State  HospitaL 

Commissioner  Ferris  in  the  chair. 

Mr.  Chairman:  Will  the  members  of  the  conference 
please  come  to  order?  As  the  minutes  of  the  previous- 
meeting  have  been  printed  and  distributed  to  all  members 
of  the  conference,  I  presume  it  is  not  necessary  to  have 
them  read.  Perhaps  a  motion  to  the  effect  that  the  min- 
utes be  approved  as  printed  would  be  in  order. 

On  motion  of  Dr.  Pilgrim,  duly  seconded,  the  minutes 
were  approved  as  printed. 

Mr.  Chairman:    The  special  paper  for  the  day  is  on  the 
theme,  "The  Proper  Size  of  a  Hospital  for  the  Insane, 
by  Dr.  Charles  W.  Pilgrim. 

THE  PROPER  SIZE  OF  A  HOSPITAL  FOR  THE  INSANE. 
By  Charles  W.  Pilgrim,  M.  D. 

The  question  as  to  the  proper  size  of  a  hospital  for  the 
insane,  for  the  attainment  of  the  best  results  in  care  and 
treatment,  is  one  which  has  long  been  discussed. 

On  June  18,  1850,  a  committee  of  the  Association  of 
Medical  Superintendents  of  American  Institutions  for  the 
Insane  was  appointed  and  instructed  to  report  at  the  meet- 
ing in  185 1  a  series  of  propositions  relative  to  the  struc- 
ture and  arrangements  of  institutions  for  the  insane  which 
would  express  the  well  ascertained  views  of  that  body  in 
reference  to  points  upon  which  there  was  unanimity  of 
opinion.  Twenty-six  propositions  were  reported,  upon 
which  all  were  agreed,  and  many  of  them  are  as  pertinent 
to-day  as  they  were  nearly  sixty  years  ago.  I  will  not 
detain  you  with  all  of  the  propositions,  although  they  are 
well  worth  reading,  but  will  refer  only  to  No.  V,  which 
says,  "The  highest  number  that  can  with  propriety  be 
treated  in  one  institution  is  250  while  200  is  a  preferable 
maximum,"  and  to  No.  VII,  which  says,  "Every  hospital 
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having-  provision  for  200  or  more  patients,  should  have  at 
least  eight  distinct  wards  for  each  sex." 

For  more  than  fifteen  years  these  propositions  remained 
unchanged  and  during  that  time  the  small  institution  with 
its  small  wards,  and  preponderance  of  single  rooms,  re- 
mained the  standard  for  asylum  construction  in  this 
country.  In  1866,  owing  to  the  difficulty  of  providing  for 
the  increasing  number  of  insane,  and  after  an  acrimonious 
debate  by  members  of  the  Association  in  regard  to  the  care 
of  the  chronic  insane  in  separate  institutions,  which  was 
caused  by  the  passage  of  the  act  authorizing  the  establish- 
ment of  the  Willard  Asylum,  Dr.  Nichols  offered  the  fol- 
lowing resolution:  "The  enlargement  of  an  institution 
for  the  insane,  which,  in  the  extent  and  character  of  the 
district  in  which  it  is  situated,  is  conveniently  accessible 
to  all  the  people  of  such  district,  may  be  properly  carried 
to  the  extent  of  accommodating  600  patients,  embracing 
the  usual  proportions  of  curable  and  incurable  insane  in  a 
particular  community." 

This  resolution  did  not  stop  the  building  of  the  Willard 
Asylum  but  it  did  for  more  than  two  decades  limit,  to  600 
beds,  the  size  of  all  institutions  which  were  supposed  to 
treat  and  cure  the  insane.  There  was  no  great  increase 
in  the  size  of  any  of  the  existing  institutions  in  this  State, 
with  the  exception  of  Willard,  which  was  established  for  the 
care  of  the  chronic  insane  only,  and  the  asylums  controlled 
by  the  counties  of  New  York  and  Kings,  which  cared  for 
the  insane  of  the  Metropolitan  district,  until  the  passage 
of  the  State  Care  Act  in  1889.  With  the  passage  of  that 
Act,  however,  the  demand  for  immediate  State  provision 
for  those  who  were  being  cared  for  in  the  county  houses 
became  so  urgent  that  there  seemed  nothing  left  but  to 
enlarge  as  speedily  as  possible  the  existing  institutions, 
which  soon  became  the  vast  "  caravansaries,"  as  they  have 
been  aptly  called,  from  which  we  now  suffer.  America, 
in  its  hospitals  for  the  insane,  as  in  everything  else,  took 
readily  to  the  idea  of  "bigness"  and  many  of  our  hospi- 
tals exceed  in  size  anything  to  be  found  in  any  other 
country  of  the  world.    Owing  to  the  lesser  cost  of  this 
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style  of  construction,  on  account  of  the  large  wards  and 
dormitories  and  associated  dining  rooms,  this  type  of 
building  rapidly  gained  favor,  in  the  eyes  of  those  who 
considered  only  the  initial  cost ;  but  a  reaction  came  as  soon 
as  experience  demonstrated  the  disadvantages  of  this  plan, 
and  to  day  the  majority  of  thoughtful  and  experienced 
alienists  believe  that  neither  the  highest  interests  of  the 
State  nor  those  of  the  patient  are  best  served  by  the  present 
methods  of  herding  the  insane  in  vast  wards  and  dormi- 
tories with  from  50  to  150  patients  in  each.  In  England 
where  huge  institutions  at  first  found  great  favor  a  re- 
action has  also  come.  Dr.  Richard  Greene,  late  Superin- 
tendent of  the  Berry  Wood  Asylum,  Northampton,  in  a 
thoughtful  paper  on  "The  Insane,  the  Asylum  and  the 
Nurse,"  says — "  I  need  hardly  point  out  that  the  mere  size 
of  an  asylum  has  much  to  do  with  the  amount  of  the 
maintenance  rate,  and  it  would  seem  that  the  very  large 
and  the  very  small  are  the  highest.  Putting  aside  the 
very  small  ones  and  dividing  the  rest  into  two  classes,  one 
between  600  and  1,200  beds  and  the  other  from  1,200  to 
the  highest  limit  yet  attained,  say  2,400,  we  should  find 
that  in  the  first  section  the  average  maintenance  rate  was 
8s,  4^d  and  in  the  other  section  it  was  9s,  2d  a  week. 
As  there  are  33,000  in  the  latter  section,  a  simple  calcula- 
tion will  show  that  there  is  a  wholly  unnecessary  loss  to 
the  nation  of  95,000  pounds  a  year.  I  have  emphasized 
the  money  side  of  the  question,  but  waste  of  money  is  not 
the  only  objection  to  these  gigantic  asylums,  and  if  any  of 
my  audience  here  to-night  possess  influence  with  the  Home 
Secretary,  I  hope  they  will  entreat  him  not  to  sanction 
the  erection  or  extension  of  any  asylum  beyond  1,000  beds 
or  at  the  utmost  1,200." 

While  an  analysis  of  the  maintenance  rates  in  the  various 
hospitals  of  this  State  does  not  support  Dr.  Greene's  con- 
tention altogether  it  does  lead  to  some  very  interesting 
conclusions.  I  have  carefully  examined  the  figures  relat- 
ing to  the  net  per  capita  cost  of  support  in  the  different 
institutions  for  the  fiscal  year  ending  September  1,  1907, 
and  I  find  that  they  make  an  excellent  showing  for  the 
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smaller  hospitals.  If  we  take  the  four  largest  hospitals  in 
the  State  with  a  total  population  of  13,699  patients  and  an 
average  population  of  3,425  for  each  institution  we  find 
that  the  average  per  capita  cost  is  $170. 13  per  year,  while 
with  four  of  the  small  institutions  with  a  total  population 
of  4,702,  or  an  average  of  1,175  f°r  eacn>  we  find  that  the 
average  per  capita  cost  is  $169.95  Per  year.  A  still  better 
showing  is  made  if  we  take  the  lowest  net  maintenance 
rate  in  any  of  the  smaller  hospitals,  which  is  $148.40,  and 
compare  it  with  the  lowest  net  rate  in  any  of  the  larger 
hospitals,  which  is  $157.54,  for  here  we  find  a  difference 
of  $9.14  per  capita  per  year  in  favor  of  the  smaller 
institution. 

These  net  figures  are  obtained  by  deducting  from  the  gross 
cost  of  maintenance  the  amount  collected  by  each  hospital 
for  the  support  of  those  patients  whose  friends  are  able  to 
fully  or  partially  reimburse  the  State  and,  therefore,  should 
not  be  used  without  qualification,  as  the  location  of  the 
hospitals  and  the  social  grade  of  the  patients  have  more  to 
do  with  this  question  than  numbers.  They  are  presented 
merely  to  show  that  by  one  process  of  reasoning  at  least 
the  small  hospitals  support  their  patients  at  a  lower  per 
capita  cost  to  the  State  than  the  large  ones. 

Now  if  we  take  the  gross  cost  of  maintenance  in  the  four 
smaller  hospitals,  with  an  average  population  of  1,175,  we 
find  that  the  average  cost  is  $191.35  per  year;  the  three 
hospitals  with  a  population  ranging  between  1,500  and 
2,000  have  an  average  rate  of  $190.88;  those  with  a  popu- 
lation ranging  between  2,000  and  3,000  $191.48,  while  the 
four  largest  with  an  average  population  of  3,425  have  an 
average  rate  of  $178.93.  We  thus  see  that  a  population 
of  about  1,500  gives  as  great  economy  as  it  is  possible  to 
get  until  we  extend  the  institution  to  twice  that  number. 

If  we  take  all  the  institutions  with  a  population  of  less 
than  1,500  we  get  an  average  yearly  per  capita  cost,  as 
before  stated,  of  $191.35,  while  if  we  take  all  of  the  insti- 
tutions with  a  population  of  more  than  1,500  we  get  a 
general  average  of  $183.48,  a  difference  in  favor  of  the 
large  institutions  of  a  little  less  than  $8.00  per  capita  per 
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year.  If  we  try  to  discover  where  this  difference  is  we 
find  that  the  average  per  capita  cost  for  medical  service  in 
the  four  smaller  hospitals  is  $13.42  while  in  the  four  larger 
hospitals  it  is  only  $8.00  per  year;  the  average  cost  of  the 
ward  service  in  the  former  is  $36.54  while  in  the  latter  it 
is  $33.93.  We  thus  find  that  the  two  items  of  medical 
service  and  nursing  show  a  difference  sufficient  to  account 
for  the  whole  saving.  And  where  is  there  a  medical  man 
who  is  willing  to  say  that  all  economies  should  be  effected 
in  medical  care  and  nursing  unless  he  is  willing  to  see  our 
institutions  lose  their  hospital  character  altogether  and 
become  vast  boarding  houses  instead  of  the  curative  estab- 
lishments which  we  should  strive  to  make  them? 

In  this  State  where  the  financial  management  of  the 
hospital  is  practically  on  a  uniform  basis,  and  where,  on 
account  of  the  system  providing  for  the  "joint  purchase" 
of  supplies,  the  small  hospital  is  placed  on  an  equal  foot- 
ing with  the  large  one,  there  would  seem  to  be  but  little 
reason  for  mammoth  institutions. 

When  we  analyze  the  results  of  treatment  we  find  that 
the  percentage  of  cures,  computed  upon  the  original  com- 
mitments, was  26.78$  in  the  four  smaller  hospitals,  while 
21.26$  were  discharged  as  improved,  making  a  total  of 
48.04$  who  were  restored  to  home  and  friends.  In  the 
four  largest  hospitals  the  percentage  of  cures  was  24.45$, 
while  20.08$  were  discharged  as  improved,  making  a  total 
of  44.53$,  which  gives  a  total  of  more  than  3^$  in  favor 
of  the  smaller  institutions.  The  deaths  were  very  close, 
the  percentage  being  34$  in  the  former  and  33.96$  in  the 
latter.  As  it  is  generally  conceded  that  the  recovery  of  a 
patient  is  an  economy  to  the  State,  at  no  matter  what  cost 
it  may  be  effected,  the  percentage  of  cures  is  a  very  im- 
portant fact  to  consider,  for  if  the  smaller  hospitals  cure 
or  restore  to  lives  of  usefulness  3)2$  more  than  the  larger 
ones  the  amount  saved  by  the  latter  in  the  yearly  per 
capita  cost  does  not  mean  so  much  after  all. 

The  figures  which  I  have  given  show  beyond  doubt  that 
many  things  besides  numbers  enter  into  the  highness  or 
lowness  of  the  maintenance  rate  and  in  making  any  com- 
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parison  there  should  be  considered  in  addition  to  the 
number  cared  for,  the  localition  of  the  hospitals,  the  char- 
acter and  sex  of  the  patients,  the- facilities  and  rates  for 
getting  in  large  commodities,  such  as  coal,  flour,  beef  in 
car  load  lots,  etc.,  the  productiveness  of  the  land  culti- 
vated by  the  hospitals,  the  character  of  the  crops  which 
each  can  raise,  and  the  availability  of  the  immediate  mar- 
ket for  the  purchase  of  supplies  which  the  hospital  lands 
do  not  furnish;  and  above  all  else  consideration  should  be 
given  to  a  comparison  of  the  standard  of  treatment  and 
care  not  only  of  the  curable  cases  but  of  those  who  are  in 
the  chronic  stage.  Cases  of  recovery  after  one  or  two 
years  of  care  and  treatment  in  patients  classed  as  chronic 
are  not  at  all  uncommon,  and  many  others  of  this  class, 
although  not  entirely  recovered,  get  into  a  condition  to 
leave  the  hospital  and  are  able  to  lead  useful  and  happy 
lives  among  their  kinsfolk  and  friends. 

For  the  acute  cases  our  new  psychopathic  hospitals  will 
undoubtedly  do  much,  for  the  demented  the  larger  wards 
answer  very  well,  but  for  the  large  class  between  these 
two  extremes  I  am  sure  much  more  can  be  done  than  we 
are  doing  under  present  methods.  Such  cases  unless  they 
present  some  unusual  and  interesting  features  become 
lost  in  the  vast  wards  to  which  they  are  assigned,  and 
often,  I  believe,  drift  into  a  hopeless  dementia  from  which 
individualized  treatment  might  have  saved  them.  The 
majority  of  the  chronic  insane  are  appreciative  of  physi- 
cal comforts,  and,  to  a  certain  number  of  patients,  the 
days  spent  in  a  large  ward  and  the  nights  passed  in  a 
large  dormitory  are  periods  of  distress  and  trial.  And 
the  large  dining  rooms  where  several  hundred,  or  even  a 
thousand  patients  of  all  kinds  are  assembled  thrice  daily, 
must  surely  be  depressing  to  anyone  not  wholly  insensible 
to  the  ordinary  habits  of  life.  Dr.  Conolly  in  speaking 
of  huge  institutions,  with  their  lack  of  privacy,  says: 
"  I  do  not  know  of  one  good  reason  that  can  be  advanced 
in  favor  of  large  dormitories  for  the  clean  and  orderly. 
Those  who  sleep  in  them  are  generally  discontented  and 
no  complaint  is  so  constantly  on  their  lips,  as  that  which 
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arises  from  their  not  having  a  single  moment  to  them- 
selves, or  any  place  where  they  can  be  quiet,  or  where 
they  can  even  say  their  prayers  without  interruption." 
Dr.  Bucknill  in  referring  to  Dr.  Conolly's  views,  as 
above  expressed,  says  that  no  one  who  has  had  charge  of 
a  large  asylum  will  be  inclined  to  meet  such  sentiments 
with  a  sneer.  If  only  a  small  proportion  of  such  cases 
can  be  restored  to  home  and  friends  the  effort  is  worth 
making  from  an  economic  view,  and  the  dictates  of  human- 
ity require  that  we  do  something  more  than  merely  house 
and  feed  the  large  number  of  appreciative  chronic  insane, 
who,  before  their  affliction,  were,  in  the  majority  of  casesr 
wage  earners  and  contributors  to  the  prosperity  of  the 
State. 

We  are  all  familiar  with  the  two  arguments  for  large 
institutions,  viz.  :  ist,  cheaper  care  (no  one  yet  has  ever 
had  the  courage  to  say  better  care)  and  2d,  greater  com- 
pleteness of  equipment  and  better  opportunities  for 
classification,  with  increased  facilities  for  diversion  and 
occupation. 

The  first  argument,  I  think,  has  been  answered  by  the 
figures  which  I  have  presented,  and  I  believe  that  I  am 
right  in  saying  that  in  the  opinion  of  those  best  qualified 
to  judge  the  maximum  of  efficiency  is  certainly  reached, 
and  probably  the  maximum  of  economy  also,  in  institu- 
tions of  from  1,200  to  1,500  beds. 

In  regard  to  the  second  argument  I  think  we  must 
admit  that  there  is  no  reason  why  an  institution  of  1,500 
beds,  if  properly  planned,  should  not  possess  every  desir- 
able feature  in  the  way  of  equipment,  and  offer  every 
advantage  in  the  matter  of  classification,  and,  when  that 
number  is  reached,  I  believe  that  the  facilities  for  amuse- 
ment and  occupation  are  merely  duplicated  rather  than 
diversified. 

In  opposition  to  the  doubtful  arguments  in  favor  of 
large  institutions  there  are  many  in  favor  of  the  medium 
sized  hospitals  which  can  not  be  controverted.  ist,  as 
Bucknill  says :  "  It  is  not  the  bricks  and  mortar  which  cure 
patients,  but  the  living  spirit,  as  it  were,  which  animates 
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them."  Another  writer  in  speaking  of  the  influence  of  a 
superintendent  has  said:  "  The  institution  is  the  portrait 
of  the  man."  Now  who  will  maintain  that  any  man 
weighed  down  with  the  official  duties  connected  with  the 
management  of  an  institution  for  three  or  four  thousand 
patients,  and  eight  or  nine  hundred  employees,  can  im- 
press his  individuality  and  influence  upon  that  number  or 
keep  in  sufficiently  close  touch  with  both  medical  and  lay 
matters  to  secure  the  best  results  ?  Those  who  favor 
large  institutions  will  undoubtedly  answer  me  by  saying 
that  where  the  organization  is  efficient  the  results  will  be 
satisfactory,  and  I  must  admit  that  with  an  ideal  organi- 
zation-there  would  be  some  force  to  the  argument,  but 
with  the  difficutly  which  we  all  have  in  getting  and  keep- 
ing good  assistants  a  highly  efficient  organization  is  not 
always  possible.  It,  therefore,  seems  to  me  that  if  our  in- 
stitutions are  to  be  enlarged  to  the  gigantic  proportions- 
which  some  have  already  attained  that  greater  inducements 
should  be  offered,  and  greater  efforts  be  made,  to  keep 
the  medical  service  up  to  a  high  degree  of  efficiency. 

But  if  we  do  succeed  in  getting  an  efficient  organization 
what  does  it  mean  except  that  we  have  several  small  insti- 
tutions within  one  large  one  ?  And  what  does  that  mean 
except  that  the  personal  influence  of  the  superintendent 
is  lessened  until,  with  the  growth  of  the  institution,  his 
manifold  executive  duties  make  it  difficult  for  him  to 
know  either  the  merits  or  the  faults  of  his  employees, 
while  the  management  and  treatment  of  the  patients  must 
be  left  entirely  in  other  hands. 

As  Dr.  Bernard  Hollender  in  discussing  this  question 
has  aptly  said:  "  The  driver  may  be  placed  too  far  from 
the  leaders  to  make  the  curb  felt,  so,  as  the  asylum  in- 
creases in  size,  the  exercise  of  authority  by  its  head  over 
his  subordinates  is  proportionately  diminished."  Under 
such  circumstances  the  authority  of  the  subordinate 
officers  and  attendants  is  greatly  increased  and  the  oppor- 
tunities for  abuse  of  power,  and  the  exercise  of  petty 
tyranny  over  patients,  are  much  greater  than  they  would 
be  in  a  smaller  institution. 
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It  has  been  suggested  that  some  of  the  evils  of  our  ex- 
tremely large  hospitals  might  be  lessened  by  building  the 
necessary  additions  some  distance  from  the  parent  institu- 
tion. In  this  way  the  advantages  to  be  gained  by  pur- 
chasing supplies  in  large  quantities  would  be  obtained, 
the  various  localities  would  be  more  conveniently  provided 
for,  and  the  difficulty  of  getting  sufficient  money  to  estab- 
lish a  new  institution  would  not  be  encountered.  It  would 
also  give  the  assistants  placed  in  charge  of  these  branches 
an  opportunity  to  develop  into  good  hospital  men.  This 
plan  was  adopted  originally  by  the  Xew  York  authorites 
when  the  colony  at  Central  Islip  was  established.  The 
same  plan  was  also  adopted  in  the  establishment  of  the 
Mimico  Asylum  near  Toronto. 

My  second  objection  to  very  large  institutions  is  the 
fact  that  in  order  to  keep  them  filled  the  districts  must  be 
so  large  that  the  hospital  is  inaccessible  to  the  friends  of 
a  majority  of  the  patients.  Great  distances  from  points 
of  commitment  are  objectionable  so  far  as  the  transporta- 
tion of  the  patient  is  concerned,  and  it  is  certainly  a  great 
hardship  to  the  friends  of  the  patient  when  the  journey  is 
long  and  costly. 

My  third  objection  is  that  these  large  districts  make 
proper  care  of  patients  pending  commitment  very  difficult, 
whereas  a  greater  number  of  smaller  and  more  accessible 
institutions  would  do  much  to  solve  that  problem. 

Another  matter  in  this  connection  which  seems  to  me  to 
be  of  great  importance  is  the  fact  that  hospitals  for  the 
insane,  as  a  general  rule,  have  the  confidence  of  the  phy- 
sicians and  residents  in  their  immediate  neighborhood, 
and  the  confidence  thus  built  up  and  disseminated  undoubt- 
edly does  much  to  encourage  that  for  which  we  are  all 
striving,  viz. :  early  treatment  and  more  frequent  cure  of 
the  insane.  In  my  opinion  in  no  other  way  can  the  "  hos- 
pital idea  "  be  so  well  cultivated,  and  the  increase  in  insanity 
so  well  combatted,  as  by  the  erection  of  a  greater  number 
of  smaller  institutions  instead  of  increasing  to  unseemly 
proportions  those  already  existing. 

My  fourth  objection  does  not  relate  to  the  care  of  the 
patient  but  to  the  up-keep  of   the  institution.  From 
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experience  I  know  that  a  small  hospital  can  be  kept  in  good 
repair  more  easily  than  a  large  one.  It  is  difficult,  for 
instance,  to  get  #10,000  to  repair  five  buildings  whereas 
$2,000  to  repair  one  could  be  easily  obtained.  The  same 
argument  applies  to  the  furnishings  and  all  other  matters 
relating  to  equipment  and  general  management. 

My  own  preference  would  therefore  be  for  an  institution 
of  not  more  than  a  thousand  patients,  but  as  weight  must 
be  given  to  the  question  of  economy  in  management  the 
limit  could  probably  be  raised,  without  serious  disadvan- 
tages to  the  patient,  to  1,500.  All  hospitals  should  be 
situated,  as  recommended  in  the  original  propositions 
of  1850  "within  two  miles  of  a  large  town,  and  should  be 
easily  accessible  at  all  seasons."  The  cottage  system 
should  be  adopted  and  the  buildings  should  be  divided  into 
the  following  groups: 

1  st.  A  central  or  administration  building,  with  offices, 
etc. 

2d.  A  residence  for  the  superintendent,  a  staff  house 
and  a  nurses'  home. 

3d.    An  amusement  hall  and  chapel. 

4th.  Utility  buildings  such  as  bakery,  laundry,  shops 
and  boiler  house. 

5th.    Buildings  for  the  use  of  patients  as  follows: 


1  st.  A  reception  building  to  accommo- 
date about   5$  or      75  cases 

2d.     A  hospital  for  sick  and  surgical  cases 

with  operating  room  for  about ...  2^  or  30  cases 
3d.     An  infirmary  for  feeble  and  bed 

cases  for  about. ,   18;;  or     270  cases 

4th.    A  building  for  tubercular  cases  for 

about   5$  or      75  cases 

5th.  A  building  for  epileptics  for  about.  .  4;;  or  60  cases 
6th.    Buildings  for  the  disturbed,  restless 

and  noisy,  for  about   20'/  or     300  cases 

7th.   Buildings  for  workers,  laundry,  shops, 

farm,  grounds,  etc.,  for  about.  ...  22;;  or  330  cases 
3th.    Buildings  for  the  chronic,  quiet  and 

clean,  for  about   22','  or     330  cases 

9th.    A  building,  situated  some  distance 

from  the  others,  for  convalescents 

for  about   2^  or      30  cases 


100;,:      1,500  cases 
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The  proportion  of  single  rooms  to  dormitory  space 
should  be  about  25$. 

With  such  a  plant  an  experienced  superintendent  could 
keep  in  touch  with  everything,  and,  with  a  proper  organi- 
zation, would  be  able  to  administer  the  affairs  of  the  hos- 
pital in  a  way  to  bring  credit  to  himself,  satisfaction  to 
the  State  authorities,  and,  above  all,  health  to  the  curable 
patients,  and  some  degree  of  happiness  and  content  to 
those  beyond  the  hope  of  cure. 

During  the  reading  of  the  paper  the  President  was 
called  from  the  conference  and  requested  Dr.  Russell  to 
take  the  chair. 

Dr.  Mabon:  This  paper  of  Dr.  Pilgrim's  is  such  an 
important  one  that  it  should  not  be  discussed  until  the 
members  have  had  a  chance  to  prepare  themselves  for  it. 
The  doctor  has  submitted  a  great  many  figures  and  made 
certain  statements  in  favor  of  small  hospitals  and  against 
the  large  ones.  The  large  ones  undoubtedly  have  some 
advantages  and  the  small  ones  a  great  many.  Therefore, 
if  time  was  taken  to  thoroughly  study  this  subject,  one 
could  present  the  arguments  for  and  against  the  proposi- 
tion in  a  much  more  intelligent  way. 

The  statements  and  figures  should  be  thoroughly  an- 
alyzed. Take,  for  instance,  the  proportion  of  recoveries, 
as  mentioned  by  Dr.  Pilgrim,  in  which  he  states  that  the 
recoveries  were  fewer  in  the  large  hospitals  than  they  were 
in  the  small.  Here  we  would  have  to  take  into  considera- 
tion the  various  conditions,  such,  for  instance,  as  the  num- 
ber of  paretics  received  in  the  large  hospitals  near  a  great 
city  like  New  York.  On  the  men's  side  of  the  Manhattan 
State  Hospital  for  the  year  ending  September  30,  1907, 
there  were  over  twenty  per  cent  of  the  total  admissions 
paretics.  Now  these  cases,  from  the  very  nature  of  their 
disease,  are  hopeless.  Then  again,  at  the  Manhattan  State 
Hospital  we  receive  a  large  number  of  deteriorated,  defec- 
tives and  degenerates.  We  also  get  a  good  many  aliens 
who  are  deported,  and  a  portion  of  whom  would  make 
good  recoveries  if  they  remained  under  treatment.  It 
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seems  reasonable,  therefore,  to  assume  that  the  arguments 
presented  by  Dr.  Pilgrim  should  be  subjected  to  further 
analysis. 

The  same  may  be  said  in  reference  to  the  medical  and 
nursing  service  being  the  least,  and  therefore,  the  least  in 
efficiency.  I  claim  that  there  is  more  stimulus  where 
there  is  a  large  medical  staff.  Here  a  large  number  of 
cases  have  to  be  presented  and  there  is  more  active 
discussion. 

I  would,  therefore,  suggest  that  the  discussion  of  this 
subject  be  postponed  to  the  next  conference. 

Mr.  Parkhurst:  May  I  ask  Dr.  Pilgrim  what  institu- 
tions he  selected  to  make  this  comparison  of  the  cost  of 
maintenance  of  the  large  and  small  institutions? 

Dr.  Pilgrim:  I  eliminated  Flatbush,  and  then  took 
Gowanda,  Utica,  Rochester  and  Middletown. 

Mr.  Parkhurst  :    Why  did  you  eliminate  Flatbush? 

Dr.  Pilgrim:  Because  the  conditions  are  peculiar  there. 
I  do  not  think  they  fairly  represent  the  whole  State. 

Mr.  Parkhurst:  In  comparison  with  Ward's  Island, 
why  would  it  be  peculiar? 

Dr.  Pilgrim:  Because  they  were  running  under  disad- 
vantage there. 

Mr.  Parkhurst:    What  disadvantages? 

Dr.  Pilgrim  :  The  institution  was  not  in  position  to 
produce  anything.    It  has  only  about  forty  acres  of  land. 

Mr.  Parkhurst:  I  am  speaking  now  about  the  expense 
— the  cost  of  maintenance  of  the  small  institutions  as  com- 
pared with  the  large  ones.  We  understand  that  the  smaller 
institutions  in  the  western  part  of  the  State,  in  the  best 
farming  district  in  the  State,  produce  more,  but  the  pro- 
ducts of  the  farms  are  not  taken  into  account  in  giving  the 
per  capita  cost. 

Taking  Flatbush  in  comparison  with  Ward's  Island,  you 
will  find  that  Flatbush  is  about  ^240,  I  think,  per  capita, 
instead  of  $171  at  Ward's  Island.  Now  when  you  compare 
with  the  small  institutions  in  the  western  part  of  the  State 
where  they  have  small  institutions,  they  have  excellent 
farms  and  large  quantities  of  farm  products,  as  it  is  the 
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best  farming  country  in  the  State,  which  should  be  included 
in  the  cost  of  maintenance. 

Dr.  Pilgrim:  That  is  just  the  point  I  am  making. 
Numbers  don't  account  for  everything. 

Mr.  Parkhurst  :  The  conditions  at  Flatbush  and  Ward's 
Island  would  be  practically  the  same  so  far  as  that  is  con- 
cerned. As  to  the  facilities  for  caring  for  the  patients, 
and  as  to  the  treatment,  recoveries,  etc.,  I  don't  know 
about  that;  but  when  you  talk  about  the  expenses  of  the 
small  institutions,  I  wish  to  say  that  the  conditions  at  Flat- 
bush  and  Ward's  Island  are  practically  the  same  so  far  as 
land  is  concerned,  where  there  is  nearly  seventy  dollars 
per  capita  higher  cost  at  Flatbush  than  at  Ward's  Island. 

I  do  not  wish  to  be  understood  as  criticising  Dr.  Dewing. 
I  think  he  is  doing  just  as  well  as  anybody  can  do  at  that 
institution.  I  am  simply  pointing  out  the  fact  that  it  is 
impossible  to  run  the  smaller  institutions  as  cheaply  as  the 
large  ones. 

Dr.  Mabon:  This  discussion  should  be  postponed  until 
the  next  conference,  because  the  figures  presented  should 
be  analyzed  and  anything  which  appears  on  record  on  such 
an  important  subject  should  not  be  given  out  until  those 
who  discuss  it  have  had  a  chance  to  prepare  themselves. 

Dr.  Russell,  in  the  chair:  There  is  a  motion  before 
the  conference. 

Dr.  Dewing:  I  would  like  to  have  a  word  either  before 
or  after  the  motion  has  been  acted  upon. 

Dr.  Russell:    You  may  speak  now,  doctor. 

Dr.  Dewing:  I  would  just  like  to  make  one  or  two  re- 
marks in  connection  with  Mr.  Parkhurst's  statements.  Of 
course  I  understand  that  his  remarks  contained  absolutely 
no  reflection  on  the  management  of  the  hospital  at  Flat- 
bush, I  also  understand  the  same  thing  in  regard  to  Dr. 
Pilgrim's  references.  But  there  are  one  or  two  things 
which  seem  to  me  to  put  Flatbush  in  an  entirely  different 
class  from  that  in  which  Ward's  Island  belongs,  and  Mr. 
Parkhurst  seems  to  think  that  the  conditions,  except  in 
the  matter  of  size,  are  identical  or  nearly  so. 

Now  I  am  sure  I  will  have  to  differ  with  Mr.  Parkhurst 
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in  regard  to  that.  In  the  first  place,  there  is  a  selected 
class  of  patients  at  Flatbush.  We  take  a  large  number  of 
very  undesirable  patients.  We  select  those  patients — the 
people  who  are  too  ill,  feeble  or  violent  to  go  to  Kings 
Park — they  come  to  us,  and  the  result  is,  it  seems  to  me,  a 
very  considerable  addition  to  the  cost. 

Dr.  Meyer:  What  little  discussion  has  come  up  so  far 
certainly  adds  a  great  deal  of  material  for  consideration 
for  the  next  meeting  in  which  the  matter  is  going  to  be 
brought  up  again,  and  I  feel  very  strongly  that  if  there 
were  additional  discussion  at  the  present  time,  it  would  be 
easier  for  all  concerned  to  get  their  material  ready  for  the 
next  time,  because  they  would  know  about  the  drift  of  the 
contention.  Otherwise,  we  shall  be  confronted  with 
possibly  conflicting  reports  which  will  find  us  just  as  little 
prepared. 

Dr.  Mabon:  Certain  statements  will  be  confused  and 
the  discussion  may  become  desultory.  Now  Dr.  Dewing's 
statement  that  his  institution  should  not  be  compared  to 
others  is  so,  to  a  certain  degree,  but  it  can  be  compared  to 
the  Manhattan  State  Hospital,  where,  at  the  time  cases 
are  being  committed  to  the  Central  Islip  State  Hospital, 
we  have  to  receive  all  the  feeble  patients  and  those  who 
would  be  deferred,  either  on  account  of  great  excitement, 
or  great  debility.  Therefore,  we  have  to  care  for  the 
same  class  as  Dr.  Dewing  does — the  feeble  and  bedridden. 

This  paper  merits  all  the  attention  we  can  give  it  and 
we  should  take  it  up  for  proper  consideration  and  come 
here  prepared  to  state  our  experience  and  views.  I  there- 
fore call  for  the  question. 

Dr.  Russell,  in  the  chair:  If  the  discussion  is  to  be 
held  over,  I  think  one  thing  should  be  kept  in  mind:  the 
question  is  not  really  between  small  and  large  institutions. 
It  is  as  to  the  limit  in  size  of  large  institutions.  All  will, 
I  think,  concede  that  an  institution  of  one  thousand  is  not 
small  and  that  the  demands  of  economy  are  so  pressing 
that  we  must  have  large  institutions.  The  question  then 
is  as  to  the  limit  of  large  institutions. 

The  motion  is  made  by  Dr.  Mabon  that  the  discussion 
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of  this  paper  be  held  over  to  the  next  meeting.  Are  you 
ready  for  the  question? 

The  motion  of  Dr.  Mabon  was  duly  seconded,  and  the 
chair  announced  that  it  was  carried. 

Dr.  Hurd:  I  would  suggest,  Mr.  Chairman,  without 
the  formality  of  a  motion,  that  anyone  desiring  to  ask  Dr. 
Pilgrim  regarding  certain  points  needing  elucidation,  be 
allowed  to  do  so,  so  that  we  may  have  for  the  future,  as 
Dr.  Meyer  says,  some  idea  as  to  the  points  which  may 
require  investigation. 

Dr.  Mabon:  I  would  suggest  that  Dr.  Pilgrim's  paper 
be  sent  to  each  superintendent,  and  that  each  superintend- 
ent be  requested  to  write  to  the  chairman  of  the  topic 
committee  the  points  required  for  discussion.  If  we  could 
get  copies  of  his  paper  now,  or  very  soon,  we  can  outline 
those  points  which  we  think  will  be  useful  in  the  discus- 
sion, and  the  committee  on  topics  could  arrange  to  give 
these  points  to  the  members. 

Dr.  Hurd:  I  would  say  that  Dr.  Pilgrim's  excellent  paper 
will  be  requested  for  the  American  Medico-Psychological 
Association,  which  meets  in  Cincinnati,  May  12th.  I  think 
the  paper  will  bring  out  the  views  of  the  superintendents 
present  from  the  different  states, — views  which  will  be  of 
very  great  value  to  us,  and  this  adds  strength  to  Dr. 
Mabon's  suggestion.  We  wish  certain  points  emphasized 
as  has  been  done  by  Mr.  Parkhurst  and  Dr.  Dewing,  and 
I  think  it  would  be  well,  if  anyone  has  certain  points  in 
mind,  to  ask  them  now,  but  without  prolonged  discussion 
of  the  paper  itself. 

Dr.  Russell,  in  the  chair:  Does  anyone  want  to  ask 
Dr.  Pilgrim  questions  to  elucidate  the  subject  so  as  to 
make  it  easier  to  discuss  it  at  the  next  meeting?  If  not, 
I  would  like  to  draw  the  attention  of  the  conference 
to  a  report  made  by  a  committee  of  the  National 
Conference  of  Charities  last  year  on  an  adequate  system 
of  public  care  and  treatment  of  the  insane.  The  size  of 
institutions  is  discussed  in  this  report,  which  perhaps 
represents  the  prevailing  view  as  well  as  it  can  be 
represented. 
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If  there  is  nothing  further  in  relation  to  this  question,  I 
will  have  to  pass  to  the  next  order  of  business,  which  is 
put  down  here  as  the  report  of  the  Committee  on  vSalaries 
and  Wages,  of  which  Dr.  Wagner  is  chairman. 

Dr.  Wagner:  The  committee  made  a  report  at  the  last 
conference  on  salaries  and  wages,  and  that  report  is  in  the 
hands  of  the  Commission.  The  committee  has  no  further 
report  to  make  at  the  present  time. 

Dr.  Russell:  The  next  is  put  down  here  as  the  Train- 
ing School  Committee.    Is  there  anything  to  report? 

Dr.  Hurd:  The  chairman  of  this  committee  is  not 
present.  No  questions  have  been  brought  before  us  offi- 
cially until  to-day,  and  that  one  a  short  time  ago,  when  Dr. 
O'Hanlon  presented  a  question  which  is  too  important  to 
be  decided  without  consideration.  If  a  discussion  is  de- 
sired, I  would  suggest  that  he  state  the  question  before 
the  whole  conference,  or  else  that  it  be  brought  to  the 
notice  of  the  committee  in  the  usual  way,  which  no  doubt, 
would  refer  it  to  the  conference  at  some  future  meeting. 
It  relates  to  the  status  of  graduates  of  general  hospital 
training  schools  who  may  be  employed  in  State  hospitals. 
This  question  has  been  acted  upon  by  the  conference  once, 
and  the  committee  alone,  I  am  sure,  would  not  change 
such  action. 

Dr.  O'Hanlon:  The  point  I  brought  up  was  to  know 
if  some  arrangement  could  not  be  made  for  recognizing 
the  graduates  of  general  hospitals  in  the  matter  of  wages. 
We  occasionally  get  applications,  and  we  now  have  an 
arrangement  with  one  or  more  general  hospitals  by  which 
we  expect  to  get  graduates  to  accept  positions  in  the  State 
hospital  service.  These  people  are  already  graduates  of 
-some  of  the  best  general  hospitals  in  the  country.  It 
seems  hardly  fair  to  demand  of  them  to  start  in  with  pay 
at  the  ordinary  rate  for  women  attendants,  and  compel 
them  to  take  the  last  year  of  our  training  school  before  we 
recognize  them  as  trained  nurses.  The  point  I  brought 
up,  is,  to  know  whether  we  could  not  have  them  recog- 
nized as  graduate  nurses  and  start  them  at  the  minimum 
pay  of  nurses,  which  would  be  twenty-five  dollars. 

July— 1908— e 
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Dr.  Russell,  in  the  chair:    You  refer  to  graduates  only? 

Dr.  O'Hanlon:  Graduates  only,  and  graduates  of 
recognized  general  hospitals,  not  some  of  the  smaller  hos- 
pitals whose  training  schools  are  perhaps  not  as  good  as 
the  State  hospitals. 

Dr.  Russell,  in  the  chair:  This  is  a  very  important 
matter  and  I  think  may  very  well  be  discussed.  I  know 
it  has  been  before  the  conference  before,  but  conditions 
are  constantly  changing,  and  perhaps  what  was  properly 
decided  in  one  way  at  one  time,  may  just  as  properly  be 
decided  in  the  opposite  way  at  another. 

If  I  might  be  allowed  to  anticipate  a  little  in  regard  to 
the  report  of  another  committee  of  which  I-  am  chairman, 
which  is  to  be  presented  to-day,  I  would  just  like  to  say 
that  reference  is  made  to  the  question  of  having  general 
hospital  graduates  have  some  extra  training  in  the  institu- 
tions for  the  insane.  In  this  report  mention  is  made  of 
the  efforts  in  Illinois  to  carry  this  into  effect.  It  is  inter- 
esting to  know  that  this  question  is  under  consideration 
elsewhere. 

I  think  it  will  be  helpful  to  have  the  question  discussed. 
I  do  not  know  just  what  action  will  have  to  be  taken  in 
regard  to  it.  I  presume  the  financial  question  involved  will 
have  to  be  passed  upon  officially  by  the  Commission.  But 
in  any  case,  I  am  sure,  the  concensus  of  opinion  will  be 
the  first  thing  necessary. 

Dr.  Hutchings:    Is  this  proposition  open  to  discussion? 

Dr.  Russell,  in  the  chair:  It  seems  to  me  it  might 
very  well  be  discussed  now. 

Dr.  Hutchings:  I  think  there  is  something  in  this 
suggestion  that  is  useful.  It  seems  to  me  that  by  getting 
into  the  State  hospital  service  good  people,  such  as  they 
must  be  to  have  graduated  from  a  general  hospital  train- 
ing school  of  merit,  we  would  add  to  the  efficiency  of  our 
nursing  force. 

At  the  same  time  there  is  a  distinction:  These  nurses 
are  entirely  ignorant  of  insanity.  They  are  as  helpless 
in  meeting  the  difficulties  and  emergencies  which  arise  in 
the  hospital  for  the  insane  as  any  other  beginner  and, 
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therefore,  while  it  would  be  highly  desirable  in  my  opinion 
to  attract  such  people  into  the  service  of  the  State  hospi- 
tals, there  should  be  some  provision  made  for  giving  them 
a  certain  amount  of  training  before  recognizing  them  fully 
as  on  a  par  with  our  own  graduates. 

Dr.  Pilgrim:  May  I  say  just  a  word  in  regard  to  the 
Ohio  hospitals?  I  have  had  some  correspondence  recently 
with  Dr.  Eyman  of  Massillon.  My  attention  was  first 
attracted  by  a  paragraph  in  his  last  annual  report  in  which 
he  said  they  had  had  so  much  difficulty  in  regard  to 
charges  of  abuse  and  ill-treatment  that  they  had  resorted 
to  two  methods  to  overcome  it.  One  was  by  raising  the 
standard  of  employees  by  giving  better  wages;  the  other 
was  by  having  employees  sign  at  the  end  of  the  month  the 
following  declaration : 

MASSILLON  STATE  HOSPITAL. 

"I  hereby  solemnly  declare  that  I  have  not  seen,  neither  have  I 
knowledge  of,  harsh  or  cruel  treatment  of  patients  in  this  Hospital 
during  the  past  month.  I  recognize  the  fact  that  those  under  my 
charge  are  afflicted  and  not  responsible  for  their  acts." 

I  wrote  him  and  asked  him  if  he  found  that  worked 
well.  This  is  his  letter.  It  also  contains  some  informa- 
tion in  regard  to  wages,  etc.  It  would  seem  to  indicate 
that  wages  are  much  better  in  some  of  the  other  States 
than  here. 

State  ok  Ohio, 
MASSILLON  STATE  HOSPITAL, 

Massillon,  April  18,  190S. 

Dr.  Chas.  W.  Pilgrim, 

Hudson  River  State  Hospital,  Poughkeepsie,  N.  Y. 

Dear  Dr.  Pilgrim: 

I  enclose  you  herewith  blanks  used  for  the  purpose  of  recording 
accidents,  and  also  the  blank  which  is  used  for  the  declaration  of  a 
nurse  before  receiving  pay  as  to  any  acts  of  cruelty  or  abuse  which 
may  have  been  witnessed.  I  believe  much  good  results  from  the  use 
of  these  blanks.  In  the  first  place  if  an  attendant  is  inclined  to  be 
abusive,  and  his  ward  mate  is  aware  that  he  must  make  declaration 
that  he  has  seen  no  abuse,  he  will  probably  call  the  attention  of  this 
nurse  to  this  fact,  and  in  that  way  prevent  unnecessary  cruelty.  But 
the  greatest  utility  of  the  measure,  it  seems  to  me,  lies  in  this  fact: 


110 


stones  of  cruelty  and  abuse  are  so  often  circulated  by  nurses  who 
have  severed  their  connection  with  the  institution,  and  have  a  desire 
to  "get  even."  Not  long  ago  an  attendant  and  his  wife  quit  our  ser- 
vice on  the  day  after  they  had  signed  the  pay  roll.  The  attendant 
told  me  that  he  had  a  lot  of  stuff  ready  for  the  press,  concerning 
abuse  which  he  had  witnessed  in  this  institution,  and,  unless  I  made 
certain  concessions  to  him,  he  would  publish  the  matter.  I  simply 
called  his  attention  to  the  fact  that  on  the  day  previous  he  had  signed 
a  paper  declaring  that  he  had  seen  no  cruelty  the  past  month,  and 
that  it  would  be  a  great  pleasure  to  me  to  prove  him  a  liar,  in  one  or 
both  instances.  Of  course,  I  never  heard  from  him  again.  Concern- 
ing wages  paid  attendants,  would  say  that  we  start  men  attendants 
at  $30.00.  After  three  months  they  are  raised  to  S33.00.  Then  they 
have  an  addition  for  every  six  months  of  service  until  after  gradu- 
ating from  the  training  school  (which  requires  a  three  years'  course), 
when  they  receive  $40.00.  The  Superintendent  has  authority  to  in- 
crease to  $50.00  for  exceptional  service.  All  charge  attendants  re- 
ceive $2.00  in  addition  to  the  above.  Women  nurses  start  at  S20.00, 
and  receive  a  like  increase  until  they  are  graduated  from  the  training 
school,  when  they  receive  $30.00,  which  the  Superintendent  may  in- 
crease to  $35.00  for  exceptional  service.  The  charge  nurse  receives 
$2.00  additional.  In  this  manner  we  are  able  to  make  time  of  service 
an  object  to  the  attendant. 

Very  truly  yours, 

(Signed)        H.  C.  Eyman, 

Snperinte?ident. 

Dr.  Elliott:  This  matter  was  considered  a  number  of 
years  ago,  but  since  that  time  there  has  been  quite  a 
change  with  regard  to  the  status  of  graduate  nurses  of 
State  hospitals.  Several  of  the  State  hospitals  are  now 
registered  and  through  the  efforts  of  the  training  school 
committee,  our  graduates  are  entitled  to  register  and  are 
practically  on  a  par,  so  far  as  private  nursing  is  concerned, 
with  the  graduates  of  general  hospitals.  We  have  done  a 
great  deal  to  bring  that  condition  about,  and  have  wanted 
our  nurses  to  rank  with  those  of  general  hospitals.  I  see 
no  reason  why  we  can  not  put  the  graduates  of  general 
hospitals  on  a  par  with  our  nurses  when  employed  in  the 
State  service,  and  in  view  of  the  fact  that  we  all  believe 
that  the  minimum  pay  of  the  ordinary  attendant  is  far  too 
small,  and  the  minimum  pay  of  the  graduate  nurse  is  only 
$25  a  month,  we  would,  I  think,  be  making  no  mistake  in 
giving  the  graduates  of  general  hospitals  the  minimum 
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pay  for  graduate  nurses  in  our  service.  I  am  therefore  in 
favor  of  acceding  to  the  request  which  has  been  made  by 
Dr.  O'Hanlon. 

Dr.  Dewing:  I  would  be  in  favor  of  that  provision, 
providing  it  were  left  within  the  discretion  of  the  superin- 
tendent whether  the  pay  of  the  attendant  or  the  pay  of  the 
nurse  should  be  given  to  the  graduate  of  the  general  hos- 
pital at  the  beginning.  I  think  that  the  superintendent 
should  be  able  to  employ  graduates  of  general  hospitals  of 
standing,  and  if  in  his  opinion  the  graduate  of  the  general 
hospital  is  so  exceptionally  valuable  as  to  be  worth  it,  he 
should  be  allowed  to  pay  that  graduate  nurse's  pay,  but  if 
he  does  not  think  that  the  graduate  is  entitled  to  the 
nurse's  pay,  then  he  should  be  in  a  position  to  employ  the 
graduate  as  an  attendant. 

It  seems  to  me  that  this  should  be  left  entirely  within 
the  discretion  of  the  superintendent,  with  the  understand- 
ing, of  course — I  say  of  course,  for  it  seems  to  me  of  course 
— that  the  number  of  nurses  in  each  hospital  should  be  in 
accordance  with  the  ratio  to  be  determined  by  the  central 
authority. 

Dr.  Hurd:  I  am  inclined  to  agree  with  Dr.  Dewing. 
I  appreciate  that  conditions  have  changed,  that  many  of 
the  schools  are  registered — that  many  of  the  graduates  of 
general  hospitals  are  comparatively  of  little  more  value  to 
us  than  students  just  entering,  that  others  are  much  more 
valuable,  and  that  some  may  be  as  valuable  as  our  own 
graduates,  or  more  so,  but  I  think  the  discrimination  should 
be  left  to  the  superintendent,  and  if  he  feels  that  a  graduate 
of  a  recognized  general  hospital  training  school  would  be 
so  valuable  to  the  institution  as  to  be  worth  the  wages 
paid  to  a  graduate  of  our  own  training  schools,  it  should 
be  left  to  his  discretion. 

Dr.  Ashley:  I  move,  Mr.  Chairman,  that  the  gradu- 
ates of  general  hospital  training  schools  shall  be  permitted 
to  receive  the  same  compensation  as  graduates  of  the  New 
York  State  hospital  training  schools,  in  the  discretion  of 
the  superintendent  employing  them. 

Seconded  by  Dr.  Mabon. 
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Dr.  Mabon:  I  would  suggest  that  the  graduate  of  the 
general  hospital  should  be  a  graduate  of  a  training  school 
registered  with  the  Board  of  Regents,  because  some 
general  hospital  schools  are  not. 

Dr.  Russell,  in  the  chair:  The  Board  of  Regents  has 
a  list  of  training  schools  outside  the  State,  the  graduates  of 
which  are  accepted  as  qualified  for  registration  in  this  State. 
Nurses  may  be  registered  if  they  graduate  from  one  of  these 
approved  schools.    Will  not  that  cover  the  point  at  issue? 

Dr.  Mabon  :  I  think  inasmuch  as  it  is  left  to  the  discre- 
tion of  the  superintendent,  it  will  be  all  right,  because  a 
great  many  of  our  graduates  do  not  take  the  Regents' 
examinations. 

Dr.  Russell,  in  the  chair:    The  motion  is  made  by  Dr. 
Ashley  that  the  graduates  of  general  hospital  training 
schools  may  receive  the  same  wages  as  the  graduates  of 
State  hospital  training  schools,  at  the  discretion  of  the 
superintendent. 

Dr.  Mabon:    I  withdraw  my  amendment. 

Seconded  by  Dr.  Dewing  and  carried. 

Dr.  Elliott:  I  suppose  that  will  require  the  action  of 
the  Commission. 

Dr.  Russell,  in  the  chair:  I  presume  it  will  in  regard 
to  the  financial  adjustment. 

The  next  in  order  is  the  report  of  the  Committee  on 
Revision  of  Blanks  and  Forms. 

Dr.  O'Hanlon:  As  a  representative  of  Dr.  Macy,  I 
wish  to  report  progress  and  ask  for  more  time.  .  I  may  say 
that  Dr.  Macy  has  been  working  very  steadily  on  the 
blanks  and  now  has  the  sets  complete.  He  expected  to  sub- 
mit them  to  the  different  superintendents  before  the  con- 
ference, but  could  not  get  them  out.  They  probably  will 
go  forward  within  a  few  days.  I  suppose  if  the  superin- 
tendents report  back  promptly,  he  will  be  able  to  make 
his  final  report  at  the  next  meeting. 

Dr.  Russell,  in  the  chair:  The  committee  will  be 
continued  if  there  is  no  objection. 

The  next  in  order  is  the  report  of  the  Committee  on  the 
Care  of  the  Insane  Pending  Commitment,  of  which  Dr. 
Russell  is  chairman. 
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REPORT  OF  THE  COMMITTEE  ON  THE  CARE  OF  THE 
INSANE  PENDING  COMMITMENT. 

This  committee  was  appointed  at  the  conference  of 
April  30th,  1907,  and  was  the  outcome  of  a  valuable  paper 
on  the  Care  of  the  Insane  Pending  Commitment,  read  by 
Dr.  Palmer,  Superintendent  of  the  Utica  State  Hospital. 

The  discussion  of  this  paper  brought  up  many  questions 
relating  to  the  treatment  received  by  insane  persons  out- 
side of  institutions,  and  the  committee  was  appointed  to 
continue  the  investigation  begun  by  Dr.  Palmer,  and  to 
make  recommendations  for  the  guidance  of  the  Commis- 
sion in  Lunacy  and  the  State  hospital  authorities  in  doing 
whatever  lay  in  their  power  toward  improving  the  con- 
ditions discovered. 

The  committee  has  received  much  assistance  from  the 
superintendents  of  the  State  hospitals,  from  Miss  Alice  L. 
Woodbridge  of  the  Woman's  Prison  Association,  from  Dr. 
Gregory,  Resident  Alienist  at  Bellevue  Hospital,  and  from 
Dr.  Moseley,  Resident  Alienist  at  the  Kings  County  Hos- 
pital. It  has  also  had  the  advantage  of  co-operation  with 
Miss  Clark  of  the  State  Charities  Aid  Association. 

The  information  received  relates  to  most  of  the  patients 
admitted  to  the  State  hospitals  during  the  year  ending 
September  30th,  1907,  and  in  many  instances  describes  the 
environment  in  which  they  were  found  by  the  nurses  who 
brought  them  to  the  hospitals.  It  also  shows  the  methods 
of  caring  for  insane  persons  employed  by  the  local  criminal 
and  poor  authorities  in  different  sections  of  the  State,  and 
the  conditions  in  jails  and  lockups  in  which  the  insane  are 
so  frequently  confined. 

Nearly  all  the  patients  admitted  to  the  Kings  Park,  Long 
Island,  Manhattan  and  Central  Islip  State  Hospitals  are  re- 
ceived from  the  psychopathic  wards  of  Bellevue  and  the 
Kings  County  General  Hospitals,  and  the  conditions  in  the 
Metropolitan  district  are  in  several  respects  different  from 
those  in  the  rest  of  the  State.  For  this  reason  this  district 
will  be  considered  separately  from  those  from  which  patients 
are  admitted  to  the  remaining  nine  State 'hospitals. 
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Reference  to  the  accompanying  table  (Table  i)  will 
show  that  of  2,  738  patients  admitted  to  the  hospitals  outside 
the  Metropolitan  district,  during  the  last  fiscal  year,  1,948, 
or  about  75  per  cent  were  received  directly  from  homes; 
242,  nearly  9  per  cent,  from  general  hospitals;  and  95,  or 
about  3  per  cent,  from  almshouses,  making  a  total  of  2,285,. 
or  83  per  cent  of  the  whole  number. 

TABLE  1, 


Number 
Received 
Directly 
from  Home 


Number  Number 
Received  Received 
from      \  from 

General  Alms- 
Hospitals  houses 


M. 

F. 

T. 

M„ 

F- 

T. 

M, 

F. 

T. 

M. 

F. 

T. 

M. 

F. 

T. 

Utica  

113 

102 

215 

6 

8 

14 

7 

8 

15 

44 

9 

53 

170 

127 

297 

Willard  

93 

90 

IKS 

8 

4 

12 

6 

3 

9 

29 

1 

30 

158 

98 

256 

Hudson  River  

174 

167 

341 

35 

43 

78 

21 

9 

30 

66 

23 

88 

311 

250 

561 

sr 

93 

180 

5 

7 

12 

3 

3 

6 

23 

3 

26 

118 

106 

224 

Buffalo  

90 

140 

23fi 

22 

18 

40 

1 

1 

2 

77 

23 

100 

190 

189 

379 

173 

123 

295 

9 

9 

6 

8 

14 

39 

12 

51 

218 

151 

369 

76 

104 

180 

38 

21 

59  1 

5 

3 

8 

•,'4 

5 

» 

143 

133 

276 

74 

58 

132 

6 

5 

11  1 

1 

1 

47 

6 

53 

129 

71 

200 

84 

102 

186 

3 

4 

6 

.  4 

10 

30 

6 

36 

103 

93 

196 

Number 
from 
Jails, 

Lockups, 


Total 
Number 
Admitted 
by  Original 


and  Police  Commit- 
Stations 


The  reports  of  the  nurses  by  whom  the  patients  were 
brought  to  these  hospitals  indicate  that  about  85  per  cent 
of  those  brought  directly  from  homes  had  been  comfort- 
ably and  properly  provided  for.  The  remaining  1 5  per 
cent,  or  410  persons,  had  suffered  from  neglect  or  harsh 
treatment.  In  many  instances  poverty,  with  or  without 
intemperance  or  mental  defect  in  the  responsible  heads  of 
the  families,  accounted  for  this.  Sometimes,  lack  of 
familiarity  with  the  insane  and  fear  of  the  patient  resulted 
in  gross  neglect  or  the  use  of  harsh  measures  of  restraint. 
In  some  instances  the  patients  had  for  long  periods  been 


115 


permitted  to  follow  an  eccentric  and  unsanitary  mode  of 
life.  In  one,  an  insane  woman  had  been  cared  for  by  her 
family  for  fifty  years.  She  had  been  kept  in  an  attic,  the 
windows  of  which  were  guarded,  and  had  not  been  out  of 
doors  for  twenty-five  years.  Patients  were  often  found  in 
squalor  and  filth,  sometimes  living  alone,  and  often  nearly 
starved.  Reluctance  of  the  friends  to  send  the  patients  to 
institutions;  inability  of  not  only  the  friends  but  of  the 
family  physician  to  interpret  the  peculiarities  shown  as 
evidence  of  insanity,  or  timidity  of  the  physicians  in  certi- 
fying until  the  insanity  was  obvious  to  everyone,  accounted 
for  some  painful  instances  of  violence  or  moral  lapses 
which  might  otherwise  have  been  avoided.  For  a  large 
proportion  of  the  instances  of  improper  treatment  at  home, 
however,  it  is  evident  that  easier  accessibility  to  hospital 
care  and  skilful  nursing,  and  greater  intelligence  con- 
cerning insanity  on  the  part  of  the  general  medical  practi- 
tioner and  the  public,  will  be  the  only  preventatives. 

The  number  brought  from  jails,  lockups,  and  police 
stations  to  the  nine  State  hospitals  outside  of  the  Metro- 
politan district,  was  466,  or  17  per  cent  of  the  total  admis- 
sions. The  number  of  men  were  379,  and  of  women  87. 
The  reasons  for  confining  the  patients  in  these  places  are 
not  always  apparent  from  the  reports.  In  some  instances 
the  patients  were  said  to  have  been  violent  or  otherwise 
dangerous.  Many  were,  however,  apparently  merely 
wanderers,  or  had  shown  eccentric  conduct  or  expressed 
delusions  in  public.  It  is  evident  that  throughout  the 
State,  the  prevailing  custom  is  to  appeal  to  the  criminal 
authorities  for  relief  in  the  management  of  the  intractable 
insane,  and  the  police  do  the  best  they  can  to  meet  the  re- 
sponsibility with  what  means  and  knowledge  they  have. 
This  custom  is,  however,  the  committee  believes  object- 
ionable and  not  in  accordance  with  the  spirit  and  intent  of 
the  Insanity  Law,  which  places  the  responsibility  for  the 
care  of  the  insane  previous  to  commitment  on  the  rela- 
tives, (see  appendix,  Sec.  66)  and  on  the  poor  authorities 
(see  appendix,  Sec.  67)  who  are  given  the  same  power  as 
a  peace  officer  in  order  to  enable  them  to  exercise  legal 
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authority  over  insane  persons.  The  prohibitory  clause  in 
reference  to  the  commitment  of  insane  persons  to  jails  or 
lockups  (see  appendix,  Sec.  68)  seems  also  to  bear  out  this 
view'of  the  intent  of  the  law,  which  the  committee  believes 
should  prevail  as  more  in  accordance  with  common  sense 
and  the  needs  of  the  situation.  Under  the  best  circum- 
stances a  certain  number  of  insane  persons  will  be  arrested 
by  the  police  for  disorderly  conduct,  or  for  security.  The 
law,  however,  provides  that  even  in  such  cases  the  poor 
authorities  must  be  immediately  notified,  the  person  con- 
fined in  a  safe  and  comfortable  place,  and  measures  taken 
for  the  determination  of  insanity  and  commitment.  In- 
terpretation of  the  law  solely  with  a  view  to  efficiency 
would,  the  committee  believes,  permit  the  relatives  and 
poor  authorities  to  be  held  to  stricter  accountability  for 
the  proper  care  of  the  patients,  and  better  provision  for 
proper  attendants  and  suitable  quarters  would  soon  follow. 
This  is  to  some  extent  confirmed  by  the  differences  in 
views  and  methods  shown  in  the  letters  received  by  Dr. 
Palmer  from  the  poor  authorities,  and  by  the  reports  of 
the  nurses  furnished  to  the  committee  by  the  hospital 
superintendents.  These  reports  showed  that  in  some  in- 
stances the  patient  was  cared  for  by  a  nurse  in  the  jail  or 
elsewhere,  or  was  taken  to  a  hotel  for  meals,  or  was  found 
at  a  boarding  house  in  charge  of  the  authorities,  or  at  the 
house  of  an  official,  some  effort  being  apparently  made  to 
provide  for  his  needs  and  keep  him  apart  from  a  criminal 
environment.  In  regard  to  one  place,  the  statement  is 
made  that  the  Superintendent  of  the  Poor  always  hires 
reliable  attendants  to  care  for  the  patients  pending  com- 
mitment. More  frequently,  however,  the  reports  showed 
that  the  patients  were  given  no  special  consideration,  and 
were  found  in  unsanitary,  uncomfortable,  sometimes  filthy 
and  vermin-infested  cells,  not  infrequently  in  company 
with  persons  accused  of  crime,  notwithstanding  that  this 
is  specifically  forbidden  by  law.  In  one  instance  the 
patient  was  found  in  the  same  room  with  a  person  accused 
of  being  implicated  in  a  murder  and  developed  a  delusion 
that  she  herself  was  accused  of  the  crime.    In  another  a 
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patient  received  a  scalp  wound  by  being  struck  with  a 
pitcher  by  a  prisoner.  In  still  another  the  report  stated 
that  a  women  patient  was  found  in  a  basement  cell,  with- 
out windows,  dark  and  damp,  with  no  toilet  facilities  and 
separated  only  by  a  slat  door  from  the  quarters  of  a  drunken 
man.  Other  reports  showed  that  the  patients  were  cared 
for  by  prisoners,  or  were  in  a  common  room  with  drunkards 
and  tramps.  Under  such  circumstances  no  attempt  at 
medical  care  and  nursing  could  be  expected,  and  sometimes 
the  most  ordinary  needs  of  the  patients  were  neglected. 
At  a  jail  in  one  of  the  larger  cities,  a  woman  was  found  by 
the  nurse  in  a  cell  in  which  she  could  scarcely  sit  up,  it 
was  so  small.  "Three  walls  were  padded  with  some 
coarse  material,  and  the  fourth,  the  front,  was  a  grated 
door.  There  was  no  water  section  or  available  toilet 
facilities.  The  patient  was  entirely  naked  and  was  ex- 
tremely filthy  and  dirty."  The  village  lockups  in  which 
the  patients  were  found  were  sometimes  apart  from  other 
buildings  and  little  used.  The  patients  in  them  were 
sometimes  left  alone  for  long  periods,  and  a  suicidal 
attempt  and  a  fire  started  were  among  the  occurrences 
reported.  Reports  of  insufficient  food,  clothing  and  bed- 
ding, of  cold,  and  of  inattention  to  medical  treatment  and 
nursing  are  among  those  received.  In  one  instance  it  was 
stated  that  the  food  was  bread  and  water.  One  man  was 
far  advanced  in  tuberculosis  and  delirious.  Another  was 
very  sick,  without  fire  or  sufficient  clothing,  and  died  two 
days  after  reaching  the  hospital.  An  epileptic  was 
drenched  with  a  bucket  of  water  whenever  he  had  a  fit. 

The  worst  feature  of  all  in  the  case  of  the  insane  women 
confined  in  jails  and  lockups  is  the  lack  of  provision  for 
attendance  by  persons  of  their  own  sex.  In  a  large  num- 
ber of  instances,  the  reports  indicated  that  they  were  left 
entirely  to  the  care  of  men.  The  impropriety  and  danger 
of  this  to  both  the  patients  and  their  custodians  can  scarcely 
be  exaggerated  and  accusations  of  sexual  assualts  by  police 
officers  or  jail  keepers  have  been  made  by  some  of  the 
women.  In  this  way  innocent  persons  may  be  exposed  to 
false  accusations  from  which  they  might  have  no  oppor- 
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tunity  to  defend  themselves.  In  one  instance  the  nurse 
found  an  insane  woman  entirely  nude  in  her  cell,  and  the 
only  person  to  attend  to  her  was  a  man  who  handed  her  food 
in  at  each  meal.  The  detention  of  women  without  attend- 
ance by  persons  of  their  own  sex  is,  to  say  the  least  in- 
decent, and  one  wonders  why  it  is  permitted  even  in  the 
case  of  those  accused  of  crime. 

Ninety-five  of  the  patients  admitted  during  the  year 
were  received  from  almshouses.  In  a  few  instances  the 
reports  showed  that  they  had  been  taken  there  pending- 
commitment.  Although  the  care  given  them  was  appar- 
ently, except  in  a  few  instances,  satisfactory,  the  system 
is  for  obvious  reasons  contrary  to  the  regulations  of  the 
Commission,  and  should  not  be  established  as  a  routine 
practice. 

Two  hundred  and  fifty-two  patients  were  brought  from 
general  hospitals.  Seventy-eight  of  these  were  admitted 
to  the  Hudson  River  State  Hospital,  and  fifty-nine  to  the 
Rochester  State  Hospital,  in  the  districts  of  which  special 
provision  has  been  made  in  connection  with  general  hos- 
pitals. The  only  criticism  made  of  the  treatment  received 
by  the  patients  referred  to  the  use  of  mechanical  restraint, 
which  is  apparently  resorted  to  more  frequently  than 
should  be  necessary. 

To  the  four  State  hospitals  which  receive  patients  from 
the  Metropolitan  district,  3,307  patients  were  admitted  by 
original  commitment  during  the  year,  or  more  than  to  the 
nine  other  hospitals  combined.  In  contrast  to  the  rest  of 
the  State,  the  number  of  patients  received  directly  from 
their  homes  was  only  T34,  or  about  four  per  cent  of  the 
admissions,  against  75  per  cent  in  the  other  districts. 
Forty  came  directly  from  almshouses,  and  four  directly 
from  jails.  The  rest  were  received  from  general  hospitals, 
principally  from  the  psychopathic  wards  of  Bellevue  and 
the  Kings  County  Hospital.  Under  these  circumstances 
information  regarding  the  care  of  the  patients  in  their 
homes  or  previous  to  their  admission  to  the  general  hospi- 
tals was  obtainable  at  the  State  hospitals  in  only  a  com- 
paratively few  instances.    Dr.  Gregory  and  Dr.  Moseley, 
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however,  kindly  furnished  the  following  statements  re- 
garding- the  patients  who  came  under  their  care.  The 
Bellevue  figures  (Table  2)  refer  to  all  the  patients  admitted 
to  the  psychopathic  ward,  about  two-thirds  of  whom  were 
eventually  committed.  Dr.  Moseley's  figures  (Table  3) 
refer  only  to  the  patients  who  were  finally  committed  to 
the  State  hospitals. 

TABLE  2. 

Patients  Admitted  to  the  Bellevue  Psychopathic  Ward  During 
the  Year  Endinu  September  30,  1907. 


Men  Women  Total 

From  homes  without  police  intervention. .. .  815  46$  783 

From  homes  in  charge  of  police  officers   306  296  602 

As  prisoners  brought  by  police  officers   268  201  469 

Committed  by  magistrates  for  mental  exam- 
ination  350  141  491 

From  workhouses,  jails,  &c,   38  15  53 

From  general  hospitals   220  203  423 

Walked  in  alone. ..  ,   62  23  85 


Total  number   1,559    1,347  2,906 


TABLE  3. 

Patients  Admitted  to  the  Kings  County  Hospital  Psychopathic 
Ward  and  Committed  from  there  to  the  State  Hospitals 


During  the  Year  Ending  September  30,  1907. 

Men  Women  Total 

From  homes  without  police  intervention ....  93  153  246 
From  homes  in  charge  of  a  nurse  and  special 

officers  detailed  by  the  department              142  171  313 

From  homes  in  charge  of  police  officers               54  37  91 

From  station  houses  and  jails                            96  44  140 

From  general  hospitals                                     66  69  135 

Applied  voluntarily                                          10  2  12 


Total  number   460       476  936 


It  will  be  noted  that  of  the  patients  received  at  Bellevue, 
783  were  brought  from  homes  presumably  by  nurses  or 
their  friends,  423  came  from  general  hospitals,  and  85 
walked  in  voluntarily,  making  in  all  a  total  of  1,291,  or  44. 5 
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per  cent  of  all  of  those  received.  Of  the  remainder,  469 
were  brought  from  homes  in  charge  of  the  police,  491  were 
committed  by  magistrates  for  examination,  and  53  came 
from  workhouses,  jails,  &c,  making  in  all  a  total  of  1,615 
or  55.5  per  cent  of  the  whole  number  received.  All  of 
these  1,615  patients,  653  of  whom  were  women,  were  able 
to  obtain  hospital  care  only  through  police  channels. 

Of  the  patients  committed  to  the  State  hospitals  from 
the  Kings  County  Hospital,  it  will  be  noted  that  245  were 
received  directly  from  homes,  being  brought  presumably 
by  their  friends,  135  came  from  general  hospitals,  12 
walked  in  alone,  and  313  were  brought  from  their  homes 
by  a  nurse  and  a  special  officer,  not  in  uniform,  employed 
by  the  Charities  Department,  making  a  total  of  705  or 
about  75  per  cent  of  the  whole  number.  Of  the  remainder, 
91  were  brought  from  homes  in  charge  of  police  officers, 
and  140  came  from  police  stations  and  jails.  The  total 
number  received  through  police  channels  was  therefore 
231  or  25  per  cent  of  the  whole  number. 

The  Bellevue  and  Kings  County  Hospital  figures  -are 
not  indeed  exactly  comparable.  Even  if  the  former  were 
corrected,  however,  so  as  to  correspond,  the  proportion  of 
patients  brought  to  Bellevue  by  the  police  would  undoubt- 
edly be  in  excess.  This  is  partly  explainable  by  the  fact 
that  at  Flatbush  a  nurse  and  special  officer  of  the  Charities 
Department  are,  in  some  instances,  sent  to  bring  patients 
from  their  homes,  while  at  Bellevue  this  method  is  not 
employed,  and  when  the  patient  is  intractable,  or  an 
ambulance  necessary,  the  police  must  be  called  upon. 

The  committee,  however,  is  informed  that  in  the  Bor- 
oughs of  Manhattan  and  the  Bronx  from  which  patients 
are  received  at  Bellevue,  the  police  method  in  regard  to 
persons  appearing  to  be  insane  are  in  some  respects  supe- 
rior to  those  employed  in  the  Boroughs  of  Brooklyn  and 
Queens.  In  the  latter,  such  persons  arrested  by  the  police 
are  invariably  taken  to  the  station  houses.  There  they  are 
kept  until  they  can  be  taken  before  a  magistrate,  and 
unless  discharged,  they  are  committed  to  jail,  often  under 
bail.    From  the  jail  they  may  be  sent  to  the  hospital, 
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sometimes  after  considerable  delay.  This  cumbersome 
method  seems  to  be  employed  in  a  considerable  number  of 
cases,  and  a  further  delay  frequently  occurs  owing-  to 
difficulties  connected  with  releasing-  patients  from  bail. 
No  special  provision  for  insane  cases  is  made  in  the  station 
houses  or  jails,  and  some  of  the  worst  reports  received  by 
the  committee  relate  to  these  places. 

In  the  Boroughs  of  Manhattan  and  the  Bronx,  police 
officers  may  take  persons  who  appear  to  be  insane  to  Belle- 
vue,  or  may  call  an  ambulance  for  this  purpose.  Quite 
infrequently  is  an  insane  person  kept  in  a  police  station 
over  night.  The  principal  defect  in  the  Bellevue  system 
seems  to  be  the  lack  of  provision  for  sending  properly 
authorized  nurses  to  bring  insane  persons  to  the  hospital 
instead  of  leaving  the  relatives  and  the  physicians  depend- 
ent upon  the  police.  In  Brooklyn  and  Queens  County 
the  practice  of  habitually  committing  insane  persons  to 
jail  seems  to  be  altogether  stupid  and  reprehensible.  The 
proportion  of  patients  received  from  jails  and  lockups — 15 
per  cent — is  smaller  at  the  Kings  County  Hospital  than  at 
the  State  hospitals  in  other  parts  of  the  State,  and  if  this 
practice  were  abandoned  the  conditions  in  Brooklyn  would 
be  the  best  in  the  State. 

In  reviewing  the  situation  it  becomes  evident  that  one 
of  the  most  serious  defects  in  the  methods  employed  in 
dealing  with  insane  persons  in  the  community  is  the  extent 
to  which  it  is  considered  necessary  to  appeal  to  the  police. 
This  is  probably  the  result  of  traditional  notions  and  cus- 
toms, and  of  expediency,  other  means  not  having  yet  been 
provided  or  clearly  felt  to  be  needed.  There  seems  to  be 
no  good  reason  why  New  York  city  with  its  otherwise  ad- 
mirable provision  should  not  furnish  nurses,  qualfied  as 
special  officers  if  necessary,  to  bring  insane  persons  to 
Bellevue,  nor  why  many  more  should  not  be  examined  at 
their  homes  and  sent  directly  to  the  State  hospitals,  thus 
avoiding  one  transfer,  and  possibly  contact  with  the  police. 
The  committee  recommends  that  steps  be  taken  by  the 
Commission  in  Lunacy,  and  the  authorities  of  the  State 
hospitals  of  the  Metropolitan  district  to  bring  about  these 
promising  reforms. 
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There  is  every  reason  to  believe  that  the  criminal 
authorities  throughout  the  State  do  all  in  their  power  to 
provide  for  the  insane  in  what  seems  to  them  a  proper 
way.  Police  methods,  and  the  knowledge  and  facilities  at 
the  command  of  the  criminal  authorities,  are  however 
quite  inadequate.  Even  when  they  treat  the  cases  with 
consideration  and  kindness,  the  system  is  at  best  faulty 
and  inevitable  suffering  and  aggravation  of  mental  disor- 
der must  result.  By  none  is  this  more  fully  realized  and 
deeply  deplored  than  by  some  of  those  employed  at  the  jails. 

The  committee  believes  that  if  the  relatives  of  the  insane, 
and  the  poor  authorities,  were  held  more  definitely  account- 
able for  the  manner  in  which  they  fulfill  the  responsi- 
bilities for  the  care  of  the  insane  required  of  them  by  law, 
fewer  would  be  sent  to  jails  and  lockups.  To  this  end  it 
is  recommended  that  the  Commission  in  Lunacy  send  a 
circular  letter  to  the  proper  local  authorities  calling  atten- 
tion to  the  provisions  of  the  statute  and  the  regulations  of 
the  Commission,  and  requiring  that  they  be  strictly  com- 
plied with.  Hereafter,  all  instances  of  neglect  and  im- 
proper methods  which  come  to  the  attention  of  the  hospital 
superintendents  should  be  immediately  reported  to  the 
Commission  and  appropriate  action  taken  in  each  case. 
Any  trouble  involved  would  be  more  than  compensated 
for  by  the  stimulating  effect  on  the  localities,  and  the 
consequent  better  care  of  the  patients. 

The  actual  confinement  of  women  in  jails  and  lockups 
merely  because  of  insanity,  the  committee  believes  to  be 
unnecessary  under  any  circumstances  and  should  be  pro- 
hibited by  law.  Provision  for  their  safe  keeping  can  be, 
and  is,  in  some  places  invariably  made  otherwise. 

Easier  access  to  hospital  care,  and  local  provision  for 
trained  attendants  would  go  far  to  overcome  some  of  the 
prevailing  difficulties.  It  will  be  a  happy  day  for  the  in- 
sane when  communities  feel  the  need  of  this  as  definitely 
as  for  general  medical  and  surgical  cases.  In  some  in- 
stances reported  to  the  committee,  a  nurse  bad  been 
employed  by  the  local  authorities  to  care  for  the  patients 
in  their  homes  or  elsewhere,  even  in  lockups,  until  the 


123 


-arrival  of  the  nurses  from  the  State  hospitals.  This  cus- 
tom might  very  well  be  extended.  In  this  connection  the 
committee  begs  to  suggest  that  in  the  towns  and  smaller 
cities,  better  results  would  probably  follow  if  the  responsi- 
bility for  the  care  of  insane  persons  were  transferred  from 
the  poor  authorities  to  the  health  officer.  This  would 
place  the  duty  in  medical  hands  where  it  ought  to  be. 
Such  a  step  may  seem  radical,  but  since  the  State  care 
policy  was  adopted,  the  relation  of  the  poor  authorities  to 
the  insane  has  been  entirely  changed,  and  there  seems  to 
be  no  good  reason  why  they  should  continue  to  be  held 
responsible  if  the  work  can  be  better  attended  to  otherwise. 

In  locating  and  determining  the  number  of  new  State 
hospitals,  the  committee  believes  that  ease  of  access  for 
the  patients  to  be  cared  for  should  be  a  paramount  con- 
sideration, and  in  fixing  the  boundaries  of  the  districts, 
ready  communication  with  the  hospital  should  prevail 
rather  than  geographical  position. 

More  frequent  resort  to  commitments  on  the  petition  and 
certificate  alone,  as  provided  by  law,  would  also  seem  to 
be  a  measure  of  relief.  The  extend  to  which  this  method 
was  employed  during  the  past  fiscal  year  was  as  follows: 

Utica,  10;  Willard,  o;  Hudson  River,  10;  Middletown, 
ii  ;  Buffalo,  103;  Binghamton,  2;  St.  Lawrence,  9;  Roches- 
ter, 32;  Kings  Park,  5;  Long  Island,  17;  Manhattan,  1; 
Central  Islip,  2;  Gowanda,  25. 

It  would  be  advisable  to  extend  the  period  of  validity  of 
this  form  of  commitment  to  fifteen  days  from  the  signing 
of  the  certificate,  so  as  to  cover  the  full  time  during  which 
the  judge's  order  could  be  obtained  and  sent  to  the 
hospital. 

The  admission  of  voluntary  patients  to  the  hospitals 
seems  also  to  be  desirable,  as  a  certain  number  would  un- 
doubtedly come  in  voluntarily  and  could  be  committed 
later  if  necessary.  A  bill  to  provide  for  this  has  been  in- 
troduced in  the  legislature,  and  should  become  a  law. 

The  extension  of  the  parole  period  would  also  be  of 
-service  in  reducing  the  difficulties  of  re-commitments.  A 
bill  to  provide  for  this  is  also  pending. 

July— 190S— c 
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The  committee  believes  that  an  effort  should  be  directed 
towards  assisting  the  public  to  a  better  understanding  of 
the  true  place  of  legal  formalities  in  dealing  with  the  in- 
sane, and  in  securing  such  modification  and  interpretation 
of  the  laws  as  will  restrict  judicial  measures  to  those  who 
positively  object  to  detention  or  for  whom,  because  of 
property  or  other  proper  considerations,  they  serve  some 
actually  good  and  necessary  purpose.  The  present  system 
of  State  supervision  and  easy  access  to  the  courts,  the 
Commission,  and  other  State  authorities,  furnishes  every 
safeguard  necessary  to  prevent  injudicious  or  improper 
detention  in  State  hospitals  or  licensed  institutions. 

The  establishment  of  psychopathic  wards  in  connection 
with  general  hospitals  would  no  doubt  go  far  towards 
furnishing  easier  access  to  hospital  care.  Such  wards 
should,  however,  be  established  with  a  view  to  temporary 
detention  only  and  though  they  would  be  under  local 
auspices  and  an  expression  of  the  interest  and  intelligence 
of  the  communities  in  regard  to  mental  disorder,  State 
supervision  would  be  necessary  to  make  sure  of  uniformly 
good  standards.  To  provide  for  more  efficient  care  of  in- 
sane persons  in  general  hospitals,  co-operation  between 
training  schools  for  nurses  in  the  State  and  general  hospi- 
tals is  promising.  In  Illinois  a  movement  is  on  foot  to 
furnish  additional  training  for  general  hospital  nurses  in 
the  State  hospitals.  In  regard  to  this,  it  is  stated  in  the 
Bulletin  of  the  Illinois  Board  of  Charities  that  the  plan 
"will  not  only  be  of  direct  help  in  improving  the  service 
of  the  State  hospitals,  it  will  be  of  even  greater  value  to 
the  public  in  helping  to  destroy  the  old  fear  of  the  insane, 
and  it  will  inevitably  lead  to  the  reception  of  insane 
patients  in  special  wards  of  general  hospitals,  rather  than 
in  jails  and  station  houses."  As  this  is  largely  what  the 
work  of  this  committee  is  aimed  at,  and  as  attention  by 
trained  persons  will  accomplish  much  even  without  special 
wards  and  buildings,  the  committee  recommends  that,  in 
connection  with  our  own  plan  of  sending  the  State  hospi- 
tal nurses  to  general  hospitals  for  additional  training,  the 
system  adopted  by  the  Illinois  authorities  be  employed. 
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All  will,  indeed,  agree  that  to  bring  about  a  more  effect- 
ive dealing  with  the  problems  of  insanity,  a  wider  interest 
and  fuller  co-operation  among  the  agencies  at  work  are 
necessary.  A  more  aggressive  campaign  of  instruction 
and  education  is  demanded.  To  this  end,  the  committee 
would  recommend  the  practical  application  of  the  pro- 
gamme  suggested  in  Dr.  Meyer's  paper  at  the  last  confer- 
ence. In  addition,  the  committee  recommends  that,  at 
each  hospital  responsibility  be  assumed  for  ascertaining 
from  year  to  year  the  condition  of  the  district  as  regards 
the  care  of  insane  persons  in  the  different  communities, 
and  for  making  a  report  with  recommendations  in  connec- 
tion with  the  Annual  Reports  to  the  Commission  in 
Lunacy.  Such  a  plan  would,  the  committee  believes,  do 
much  to  stimulate  and  shape  local  interest  and  effort,  and 
would  go  far  to  broaden  the  work  of  the  department,  and 
bring  it  into  closer  relation  with  the  vital  interests  of  the 
people  of  the  State.  The  30,000  patients  in  the  institu- 
tions for  the  insane  are  the  final  products  of  processes 
which  have  their  beginnings  in  a  complexity  of  personal 
and  social  factors  which  lie  far  back  of  where  our  work 
now  reaches.  A  campaign  for  tracing  out  and  controlling 
these  factors  is  demanded,  and  the  privilege  and  duty  of 
shaping  it  should  belong  to  us.  Shall  we  accept  this 
responsibility,  or  shall  we  continue  to  devote  ourselves 
solely  to  institution  problems? 

(Signed)  H.  L.  Palmer, 

A.  W.  Hurd, 
Adolf  Meyer, 
Charles  G.  Wagner, 
Wm.  L.  Russell,  Chairman. 

APPENDIX. 
Abstracts  from  the  Insanity  Law. 
Sec.  66.  Liability  for  the  care  and  support  of  the  insane  other  than 
the  poor  and  indigent. — The  father,  mother,  husband,  wife  and  chil- 
dren of  an  insane  person,  if  of  sufficient  ability,  and  the  committee 
or  guardian  of  his  person  and  estate,  if  his  estate  is  sufficient  for  the 
purpose,  shall  cause  him  to  be  properly  and  suitably  cared  for  and 
maintained. 
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The  commission  and  the  superintendent  of  the  poor  of  the  county 
and  the  overseer  of  the  poor  of  the  town  where  any  such  insane  per- 
son may  be,  or  in  the  city  of  New  York,  the  commissioners  of  public 
charities,  may  inquire  into  the  manner  in  which  any  such  person  is 
cared  for  and  maintained ;  and  if,  in  the  judgment  of  any  of  them, 
he  is  not  properly  or  suitably  cared  for,  may  apply  to  a  judge  of  a 
court  of  record  for  an  order  to  commit  him  to  a  state  hospital  under 
the  provisions  of  this  article,  but  such  order  shall  not  be  made  unless 
the  judge  finds  and  certifies  in  the  order  that  such  insane  person  is 
not  properly  or  suitably  cared  for  by  such  relative  or  committee,  or 
that  it  is  dangerous  to  the  public  to  allow  him  to  be  cared  for  and 
maintained  by  such  relative  or  committee. 

The  costs  and  charges  of  the  commitment  and  transfer  of  such  in- 
sane person  to  a  state  hospital  shall  be  paid  by  the  committee,  or  the 
father,  mother,  husband,  wife  or  children  of  such  person,  to  be  re- 
covered in  an  action  brought  in  the  name  of  the  people  by  the  com- 
mission, the  superintendent  of  the  poor  of  the  county,  or  the  overseer 
of  the  poor  of  the  town  where  such  insane  person  may  be,  or  in  the 
city  of  Xew  York  in  the  name  of  the  commissioners  of  public  chari- 
ties. In  all  claims  of  the  state  upon  relatives  liable  for  the  support 
of  a  patient  or  upon  moneys  or  property  held  by  said  patient  the  state 
shall  be  deemed  a  preferred  creditor. 

Sec.  67.  Duties  of  local  officers  in  regard  to  their  insane. — All 
county  superintendents  of  the  poor,  overseers  of  the  poor  and  other 
city,  town  or  county  authorities,  having  duties  to  perform  relating  to 
the  insane  poor,  are  charged  with  the  duty  of  seeing  that  all  poor  and 
indigent  insane  persons  within  their  respective  municipalities,  are 
timely  granted  the  necessary  relief  conferred  by  this  chapter,  and, 
when  so  ordered  by  a  judge,  as  herein  provided,  or  by  the  commission, 
shall  see  that  they  are,  without  unnecessary  delay,  transferred  to  the 
proper  institutions  provided  for  their  care  and  treatment  as  the  wards 
of  the  state.  Before  sending  a  person  to  any  such  institution,  they 
shall  see  that  he  is  in  a  state  of  bodily  cleanliness  and  comfortably 
clothed  with  suitable  or  new  clothing  in  accordance  with  the  regula- 
tions prescribed  by  the  commission.  The  commission,  may  by  order, 
direct  that  any  person  it  deems  unsuitable  therefor,  shall  not  be  so 
employed  or  act  as  such  attendant.  (Thus  amended  by  chapter  146, 
Laws  of  1903.) 

Each  patient  shall  be  sent  to  the  state  hospital,  within  the  district 
embracing  the  county  from  which  he  is  committed,  except  that  the 
commission  may,  in  their  discretion,  direct  otherwise,  but  private  or 
public  insane  patients,  for  whom  homeopathic  care  and  treatment 
may  be  desired  by  their  relatives,  friends  or  guardians,  may  be  com- 
mitted to  the  Middletown  State  Homeopathic  Hospital,  or  to  the 
Gowanda  State  Homeopathic  Hospital,  from  any  of  the  counties  of 
the  state,  in  the  discretion  of  the  judge  granting  the  order  of  commit- 
ment ;  and  the  hospital  to  which  any  patient  is  ordered  to  be  sent 
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shall,  by  and  under  the  regulations  made  by  such  commission,  send 
a  trained  attendant  to  bring  the  patient  to  the  hospital.  Each  female 
committed  to  any  institution  for  the  insane  shall  be  accompanied  by 
a  female  attendant,  unless  accompanied  by  her  father,  brother,  hus- 
band or  son.  After  the  patient  has  been  delivered  to  the  proper 
officers  of  the  hospital,  the  care  and  custody  of  the  municipality 
from  which  he  is  sent  shall  cease. 

Sec.  68.  Duty  of  committee  and  others  to  care  for  the  insane ;  ap- 
prehension and  confinement  of  a  dangerous  insane  person. — When 
an  insane  person  is  possessed  of  sufficient  property  to  maintain  himself, 
or  his  father,  mother,  husband,  wife  or  children  are  of  sufficient 
ability  to  maintain  him,  and  his  insanity  is  such  as  to  endanger  his 
own  person,  or  the  person  and  property  of  others,  the  committee  of 
his  person  and  estate,  or  such  father,  mother,  husband,  wife  or  chil- 
dren must  provide  a  suitable  place  for  his  confinement,  and  there 
maintain  him  in  such  manner  as  shall  be  approved  by  the  proper  legal 
authority.  The  county  superintendent  of  the  poor  and  the  overseer 
of  the  poor  of  towns  and  cities,  the  commissioners  of  public  charities 
in  the  city  of  Xew  York,  and  the  commissioners  of  charities  and  cor- 
rection in  the  city  of  Brooklyn,  are  required  to  see  that  the  provisions 
of  this  section  are  carried  into  effect  in  the  most  humane  and  speedy 
manner. 

Upon  the  refusal  or  neglect  of  a  committee,  guardian  or  relative  of 
an  insane  person  to  cause  him  to  be  confined,  as  required  in  this  chap- 
ter, the  officers  named  in  this  section  shall  apply  to  a  judge  of  a  court 
of  record  of  the  city  or  county,  or  to  a  justice  of  the  supreme  court 
of  the  judicial  district  in  which  such  insane  person  may  reside  or  be 
found,  who,  upon  being  satisfied,  upon  proper  proofs,  that  such  per- 
son is  dangerously  insane  and  improperly  at  large,  shall  issue  a  pre- 
cept to  one  or  more  of  the  officers  named,  commanding  them  to  ap- 
prehend and  confine  such  insane  person  in  some  comfortable  and  safe 
place;  and  such  officers  in  apprehending  such  insane  person  shall 
possess  all  the  powers  of  a  peace  officer  executing  a  warrant  of  arrest 
in  a  criminal  proceeding,  Unless  an  order  of  commitment  has  been 
previously  granted,  such  officers  shall  forthwith  make  application  for 
the  proper  order  for  his  commitment  to  the  proper  institution  for  the 
care,  custody  and  treatment  of  the  insane,  as  authorized  by  this  chap- 
ter, and  if  such  order  is  granted,  such  officer  shall  take  the  necessary 
legal  steps  to  have  him  transferred  to  such  institution.  In  no  case 
s/iall  any  such  insane  person  be  con  fined  in  any  other  place  than  a 
state  hospital  or  duly  licensed  institution  for  the  insane,  for  a 
period  longer  than  ten  days,  nor  shall  such  person  be  committed  as 
a  disorderly  person  to  any  prison,  jail  or  lockup  for  criminals,  un- 
less he  be  violent  and  dangerous,  and  there  is  no  other  suitable 
place  for  his  confi  nement,  nor  shall  he  be  confined  in  the  same 
room  with  a  person  charged  with  or  convicted  of  crime. 

Any  person  apparently  insane,  and  conducting  himself  in  a  manner 
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which  in  a  sane  person  would  be  disorderly,  may  be  arrested  by  any 
peace  officer  and  confined  in  some  safe  and  comfortable  place  until  the 
question  of  his  sanity  be  determined,  as  prescribed  in  this  chapter. 
The  officer  making  such  arrest  shall  immediately  notify  the  superin- 
tendent of  the  poor  of  the  county,  or  the  overseers  of  the  poor  of  the 
town  or  city,  or,  in  the  city  of  New  York,  the  commissioners  of  pub- 
lic charities,  or,  in  the  city  of  Brooklyn,  the  commissioners  of  chari- 
ties and  correction,  who  shall  forthwith  take  proper  measures  for  the 
determination  of  the  question  of  the  insanity  of  such  person. 

Dr.  Mabon  :  This  report  should  be  printed  and  given 
wide  circulation,  and  the  sections  of  the  Insanity  Law- 
relating  to  the  care  of  the  insane  pending  commitment 
should  be  inserted  in  the  proper  place,  or  if  they  are  too 
voluminous,  placed  in  an  appendix  with  a  proper  refer- 
ence. Thus  every  one  who  receives  the  report  can  see 
what  the  responsibility  is  and  where  it  is  placed,  and  can 
consider  the  report  in  connection  with  the  law.  It  cer- 
tainly would  add  to  the  value  of  this  very  important 
paper. 

Dr.  Russell:  I  had  thought  of  suggesting  that  this 
report  and  Dr.  Meyer's  paper  at  the  last  conference  be 
bound  separately  in  a  pamphlet,  and  very  widely  distribu- 
ted to  all  the  physicians  in  the  State,  to  all  the  poor 
authorities,  judges  and  other  local  authorities,  who  have 
anything  to  do  with  the  insane.  I  think  Dr.  Mabon's 
suggestion,  that  the  sections  of  the  law  which  refer  to 
their  duties  and  responsibilities  be  incorporated  in  the 
report,  a  very  good  one. 

Dr.  Mabon  has  just  suggested  that  Dr.  Palmer's  paper 
be  inserted,  and  I  am  very  glad  he  has  made  the  sugges- 
tion.   It  should  also  be  included  in  the  pamphlet. 

Dr.  Mabon:  I  move  the  adoption  of  the  report,  and 
that  it,  together  with  the  paper  of  Dr.  Meyer  and  the 
paper  of  Dr.  Palmer,  be  printed  and  given  wide  circula- 
tion to  the  poor  authorities,  physicians  and  others  inter- 
ested in  the  care  of  the  insane,  and  that  this  committee  be 
continued  for  such  further  consideration  of  this  subject  as 
may  arise  during  the  next  few7  months. 

Seconded  by  Dr.  Ashley  and  Dr.  Hutchings,  and  carried. 


129 


Dr.  Hutchings;  I  also  move  a  vote  of  thanks  to  Dr. 
Russell  for  the  work  he  has  done  in  this  connection. 

Dr.  Russell,  in  the  chair:  I  think  if  such  a  vote  is 
taken,  it  should  be  given  to  the  committee. 

Dr.  Hutchings  amended  his  motion  accordingly  and  the 
amended  motion  was  seconded  by  Drs.  Mabon  and  Hurd. 
It  was  put  to  vote  by  Mr.  Parkhurst,  who  declared  it 
carried  unanimously. 

Dr.  Russell,  in  the  chair:  I  will  ask  Dr.  Hurd  to  read 
Dr.  Gregory's  letter  about  the  removal  and  commitment 
of  patients. 

BELLEVUE  AND  ALLIED  HOSPITALS, 

Office  of  the  General  Medical  Superintendent, 
i  st  Avenue  and  26th  Street, 

New  York,  April  8th,  1908. 

Dr.  Albert  Warren  Ferris, 

President  State  Commission  in  Lunacy, 
Albany,  N.  Y. 

Dear  Doctor  : 

Referring  to  our  conversation  over  the  telephone  last  Sunday- 
evening  concerning  some  changes  in  our  present  method  of  removing 
the  alleged  insane  from  their  homes  or  wherever  they  may  be  to  the 
hospital  by  the  police,  I  beg  to  state  that  I  consider  the  matter  of 
paramount  importance — a  real  reform  in  the  betterment  of  the  con- 
dition of  the  insane. 

One  can  readily  appreciate  the  feeling  of  a  sane  person  if  he  were 
summarily  arrested  without  explanation  and  brought  to  the  hospital 
by  the  police.  But  how  infinitely  more  distressing  and  exciting  it 
must  be  to  a  mentally  afflicted  to  be  taken  to  the  hospital  in  a  patrol 
wagon  by  several  officers  in  uniform,  who  combine  the  general  preju- 
dice against  the  insane  with  the  brutality  of  a  police  officer.  Such 
treatment  I  am  sure  makes  a  patient,  who  is  already  suspicious  and 
apprehensive,  extremely  excited  and  intensifies  the  delusions  of  one 
who  fancies  that  he  is  being  persecuted.  I  am  of  the  opinion  that 
very  frequently  the  recovery  of  some  patients  is  materially  retarded 
because  of  treatment  of  this  character  at  the  very  beginning  of  their 
disease. 

This  matter  is  so  self-evident  that  I  do  not  think  any  argument  is 
necessary  to  show  the  baneful  effects  of  such  a  procedure  upon  the 
insane. 

Regarding  your  suggestion  that  the  insanity  law  be  so  amended 
that  the  nurses  from  this  hospital  be  clothed  with  the  authority  of  a 
police  officer  in  transferring  the  alleged  insane  to  Bellevue  Hospital, 
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I  beg  to  state  that  from  the  standpoint  of  patients  alone  such  a  plan 
would  be  an  excellent  one.  From  the  standpoint  of  the  hospital, 
however,  I  am  afraid  there  would  be  some  objections,  due  mainly  of 
course  to  distrust  and  suspicion  on  the  part  of  the  public  towards 
alienists  and  hospitals  for  the  insane.  At  the  present  time  this  hospi- 
tal takes  a  neutral  attitude  in  the  examination  of  alleged  incom- 
petents. We,  properly,  are  not  concerned  in  their  commitment  to 
the  hospital,  but  merely  examine  them  when  they  are  brought  here 
for  that  purpose.  If  the  hospital  should  send  nurses  after  these 
patients,  compelling  them  to  come  to  this  institution,  it  will  expose 
itself  to  criticism,  especially  in  contested  cases.  Tne  absolute,  disin- 
terested attitude  of  the  examining  physicians  here,  which  is  so  neces- 
sary to  inspire  the  timid  friends  and  relatives,  with  confidence,  will 
to  some  extent  be  impaired  and  it  is  doubtful,  whether  the  above  con- 
ditions would  not  tend  to  do  more  harm  to  the  insane  indirectly  than 
our  present  method  of  having  patients  brought  here  by  the  police. 

If  a  plan  like  the  following  could  be  devised,  I  think,  perhaps,  the 
above  objection  could  be  obviated.  If  six  male  and  six  female  nurses, 
trained  in  the  care  of  the  insane,  could  be  stationed  at  some  central 
point  in  the  city  and  be  attached  to  the  police  force  as  special  officers, 
they  could  respond  to  calls  for  the  transfer  of  .the  alleged  insane  pa- 
tients from  their  homes  or  wherever  they  may  be  found.  These 
special  officers  or  nurses  could  send  for  ambulances  from  hospitals 
located  in  different  parts  of  the  city  to  transfer  their  patients  to  Belle- 
vue  Hospital  for  examination.  Of  course,  they  would  be  in  their 
nurse's  uniform.  I  do  not  know  whether  such  a  plan  would  be  prac- 
ticable, but  it  seems  to  me  that  it  deserves  consideration. 

Some  such  plan  as  above  outlined,  will,  no  doubt,  in  a  great  majority 
of  cases  be  a  great  improvement  upon  our  present  mediaeval 
method  of  transporting  patients  to  the  hospital  for  examination. 
However,  there  is  a  small  percentage  of  cases  which  I  think  will  re- 
quire interference  on  the  part  of  courts  and  the  police.  I  refer  es- 
pecially to  those  patients  who  are  suffering  from  paranoia,  and  those 
who  quite  understand  their  constitutional  rights  and  can  give  con- 
siderable trouble  to  everyone  who  may  have  had  a  part  in  their  com- 
mitment. In  many  of  these  cases,  as  you  know,  the  public,  as  well 
as  some  friends,  will  hardlv  believe  that  such  patients  are  insane, 
and  unless  the  aid  of  the  courts  and  the  police  is  invoked  in  their 
apprehension  and  commitment,  it  would  be  almost  impossible  in  many 
instances  to  bring  them  to  the  hospital  for  examination. 

We  had  a  practical  demonstration  of  such  a  situation  recently,  even 
under  the  existing  laws,  and  I  believe  a  bill,  introduced  by  Mr.  Ward, 
is  now  pending  in  the  Legislature  to  remedy  such  a  condition.  It 
appears  that  there  is  no  provision  in  the  insanity  law  making  it  man- 
datory for  the  magistrates  to  commit  alleged  insane  persons  to  Belle- 
vue  Hospital  for  examination,  even  sufficient  evidence  as  to  the 
irrationality  of  a  person  is  placed  before  them.    Several  weeks  ago  a 
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female  patient  was  committed  to  the  Psychopathic  Ward  by  Magis- 
trate Walsh  for  examination  as  to  her  mental  condition.  Soon  after 
the  arrival  of  the  patient  a  writ  of  habeas  corpus  was  served  upon  us, 
returnable  the  next  day  before  Justice  Dayton  of  the  Supreme  Court. 
The  attorney  for  the  patient  stated  to  the  Court  that  he  could  find  no 
provision  in  the  insanity  law  empowering  police  magistrates  to  com- 
mit patients  to  the  Psychopathic  Wards  for  examination.  Justice 
Dayton  agreed  with  the  attorney  in  his  contention  and  granted  the 
writ.  This  fact  was  made  public  in  some  of  the  daily  papers,  and 
consequently  some  of  the  magistrates  refused  to  commit  patients  to 
the  Psychopathic  Wards,  stating  that  Justice  Dayton  held  that  such 
commitments  were  not  legal.  Because  of  this  attitude  on  the  part 
of  some  magistrates,  recently  relatives  of  a  patient  who  was  suffering 
from  paranoia,  had  considerable  trouble  in  having  him  committed  to 
the  Psychopathic  Ward  for  examination.  They  appealed  to  the  Com- 
missioner of  Public  Charities,  who  after  a  consultation  with  the  Cor- 
poration Counsel,  deemed  it  advisable  to  recommend  an  amendment 
to  Section  6S  of  the  Insanity  Law  in  such  away  that  it  would  be  man- 
datory for  the  magistrates  to  commit  such  patients  to  the  Psycho- 
pathic Wards,  provided  sufficient  evidence  is  placed  before  them.  I 
believe  that  the  bill  introduced  by  Mr.  Ward  is  the  result  of  such 
conference. 

As  I  have  already  stated,  in  a  great  majority  of  cases  it  is  most 
desirable  to  avoid  courts  and  police  interference  in  transferring  pa- 
tients to  the  hospital  for  examination,  but  in  a  small  percentage  of 
cases,  such  a  measure  as  mentioned  above  is  absolutely  necessary, 
and  I  hope  that  the  bill  introduced  by  Mr.  Ward  will  become  a  law. 
I  am  sorry  that  I  could  not  see  you  personally,  as  I  could  have  ex- 
plained these  matters  more  fully  than  it  is  possible  in  a  letter  of  this 
kind. 

Very  truly  yours, 

(Signed)       M.  S.  Gregory, 

Resident  Alienist. 

Dr.  Ferris  resumes  the  chair. 

Mr.  Chairman:  I  am  very  sorry  that  I  was  not  able  to 
remain  to  hear  the  conclusion  of  Dr.  Pilgrim's  paper.  I 
think  we  all  have  ideas  on  that  subject  which  are  pretty 
deeply  rooted.  I  know  I  have  had  a  great  many  former 
ideas  changed  regarding  the  proper  size  of  hospitals  for 
the  insane.  I  was  brought  up  to  believe  the  greater  num- 
ber of  people  you  have  together,  the  cheaper  they  could  be 
cared  for,  and  that  without  any  change  in  the  number  of 
recoveries.  I  was  brought  up  to  believe  that  the  percent- 
age of  recoveries  was  just  as  large  for  five  thousand 
patients  in  one  institution  as  for  one  thousand. 
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I  am  sure  that  Dr.  Pilgrim  made  no  reflection  on  me  or 
on  my  opinions,  and  that  no  person  was  aimed  at  by  Dr. 
Pilgrim.  We  all  hope  to  grow  and  develop  and  improve  in 
psychiatry  as  well  as  in  other  matters  and  we  are  aided  by 
criticism  and  discussion.  It  certainly  is  the  trend  of 
opinion  among  those  who  are  studying  the  matter  of  the 
proper  size  of  State  hospitals  for  the  insane  toward  having 
smaller  hospitals,  fewer  people,  divided  into  smaller 
groups,  and  a  much  better  classification  resulting  than  we 
can  effect  at  present,  with  our  vast  numbers  under  one 
hospital  management. 

"When  the  State  Care  Act  went  into  effect,  it  was  neces- 
sary to  take  a  tremendous  step  at  once  and  accept  great 
aggregations  of  insane  patients  before  the  State  was  really 
prepared  for  them.  We  are  still  burdened  with  the  in- 
heritance of  the  old  county  spirit  of  congregating  people 
together  for  the  sake  of  economy.  In  certain  respects  it 
is  not  economy  because  great  aggregation  interferes  with 
the  curing  of  a  large  number  of  patients.  Much  more 
money  can  eventually  be  saved  to  the  State  by  taking 
patients  off  its  shoulders  and  rendering  them  entirely  or 
partially  self-supporting.  Much  more  is  saved  in  that 
way  than  is  saved  by  paring  down  the  charges  for  food 
and  shelter,  and  securing  the  temporary,  but  only  appar- 
ent, economy  that  goes  with  wholesaling  patients. 

Dr.  Russell  tells  me  that  discussion  has  been  postponed 
until  the  next  meeting.  I  hope  every  superintendent 
will  then  express  his  views  thoroughly,  even  if  he  differs 
radically  from  his  neighbor. 

One  of  the  gentlemen  suggests  that  we  now  take  up  the 
matter  of  admitting  to  the  positions  of  medical  internes 
physicians  who  have  been  graduated  more  than  three 
years.  That  matter  was  discussed  at  the  last  conference 
and  rather  pronounced  views  were  expressed  by  different 
superintendents. 

Dr.  Dewing:  I  met  the  two  other  members  of  the 
Committee  on  Examination  of  Physicians  last  evening, 
and  this  matter  was  discussed"  by  Dr.  Wagner  of  that 
committee  and  myself.  Dr.  Wagner  differs  absolutely 
from  me  in  regard  to  this  matter. 


I  fail  to  see  why  the  superintendents  find  it  necessary 
to  protect  themselves  from  the  encroachments  of  politi- 
cians or  others  especially  in  regard  to  physicians  who  have 
been  graduated  more  than  three  years.  If  they  need  pro- 
tection in  regard  to  these  positions,  why  don't  they  need 
protection  in  regard  to  physicians  who  have  not  been 
graduated  three  years? 

It  seems  to  me  the  proper  course  to  take  all  along  the 
line  is  not  to  restrict  the  superintendent's  choice  in  a 
matter  of  this  sort,  but  to  give  him  the  widest  scope. 
Certainly,  a  superintendent  is  supposed  to  know  a  good 
man  when  he  sees  him,  and  why  should  he  not  be  allowed 
to  select?  He  is  now  allowed  to  select  practically  without 
restriction  on  the  part  of  the  Civil  Service  Commission  for 
the  position  of  medical  interne.  Why  we  should  volun- 
tarily limit  ourselves  to  men  who  have  not  been  graduated 
more  than  three  years,  I  can  not  understand. 

I  have  at  the  present  time  a  very  satisfactory  person 
I  would  like  to  appoint  as  medical  interne,  but  I  can  not 
appoint  her  under  present  regulations.  It  seems  to  me 
wholly  unnecessary  to  restrict  ourselves  in  this  matter. 

Dr.  Wagner:  I  would  like  to  add  a  word  or  two.  This 
subject  was  brought  up  at  the  last  conference  and  it  was 
referred  to  the  committee  on  examinations,  consisting  of 
Dr.  Mabon,  Dr.  Dewing  and  myself.  To  some  remarks 
made  by  Dr.  Dewing,  which  he  explained  at  the  time  were 
only  intended  to  be  facetious,  Dr.  Mabon  took  some 
exception  and  said  he  preferred  to  be  excused  from  acting 
with  the  committee  on  this  question. 

The  committee  met  last  evening  and  Dr.  Mabon  still 
desired  to  be  excused  from  acting,  so  Dr.  Dewing  and  I 
discussed  this  matter  at  some  length.  We  were  unable  to 
agree  upon  a  report  so  we  can  only  offer  our  individual 
opinions.  My  judgment  is  that  the  existing  restriction  is 
a  desirable  one  for  the  reason  that  it  tends  to  keep  out  of 
the  service  men  and  women  who  have  been  graduated  so 
long  that,  as  a  rule,  they  are  not  likely  to  be  desirable 
members  of  a  State  hospital  staff.  I  regard  the  time  limit 
as  offering  some  protection  to  the  superintendent  on  whom 
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special  pressure  may  otherwise  at  times  be  brought  to  bearT 
and,  in  my  opinion,  that  protection  is  of  the  same  character 
as  the  civil  service  protection,  and  it  is  desirable  to  retain  it. 

I  have  written  to  all  our  State  hospital  superintendents, 
and  I  think  with  the  single  exception  of  Dr.  Dewing,  all 
were  in  favor  of  retaining  the  restriction,  either  in  its 
present  form,  or  in  a  somewhat  modified  form,  that  is,  if 
not  a  three  year  limitation,  possibly  a  four  3-ear  limitation, 
after  graduation. 

Personally  I  would  not  object  to  a  modification  of  the 
restriction  to  the  extent  of  one  additional  year,  but  I  do 
not  think  that  even  this  is  a  desirable  thing  to  do.  It 
seems  to  me  it  would  be  much  better  for  Dr.  Dewing  or 
any  other  superintendent  to  ask  the  Civil  Service  Commis- 
sion to  waive  the  requirement  in  a  given  case  than  to 
change  a  rule  so  that  serious  embarrassment  might  at 
times  be  occasioned. 

Dr.  Mabon:  We  should  make  some  arrangement  with 
the  Civil  Service  Commission  by  which  in  exceptional 
instances,  and  upon  the  recommendation  of  the  committee 
of  examiners,  an  exception  might  be  made  to  this  rule. 
That  is,  that  the  superintendent  desiring  the  exception 
present  it  to  the  Board  of  Examiners,  who  in  turn  will 
present  it  to  the  Civil  Service  Commission. 

By  this  arrangement,  the  committee  of  hospital  superin- 
tendents will  be  in  a  position  to  consider  the  desirability  of 
an  exception  being  made,  and  if  it  met  with  their  approval, 
they  could  present  to  the  Civil  Service  Commission  their 
reasons  for  the  request,  and  thus  working  with  the  Com- 
mission, be  in  a  position  to  prevent  an  injustice  being  done. 
There  are  cases  where  good  men  may  have  passed  the 
limit,  but  the  majority  of  cases  are  against  this  proposition. 

Dr.  Dewing:  That  arrangement  would  be  entirely 
satisfactory  to  me  and  I  think  it  would  cover  the  occasional 
cases  I  refer  to. 

Dr.  Hutchings:  Is  it  not  true  that  under  the  present 
rules  of  the  Civil  Service  Commission,  the  people  referred 
to  who  have  been  more  than  three  years  graduated  from 
medical  colleges  are  eligible  for  junior  physician? 
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Mr.  Chairman:    Yes,  they  are. 

Dr.  Hutchixgs:  I  see  no  reason,  if  they  are  good  men, 
why  they  should  not  be  ambitious  enough  to  take  the 
higher  examination. 

Dr.  Dewing:  I  would  be  very  glad  to  answer  that 
question.  I  know  a  large  number  of  physicians  who  have 
been  graduated  five,  six,  eight,  ten  or  even  twelve  years, 
who  are  not  in  position  to  take  a  civil  service  examination 
for  the  position  of  junior  physician  on  our  hospital  staffs. 
They  have  had  experience;  they  are  valuable  people,  but 
they  have  forgotten  a  good  many  technical  things;  they 
are  not  in  a  position  to  take  such  an  examination,  but  if 
they  were  allowed  to  take  the  position  of  interne  in  a  State 
hospital,  they  would  be  put  in  a  favorable  environment 
for  acquiring  such  knowledge  as  would  enable  them  to 
take  such  an  examination.  It  would  give  them  a  start 
that  they  need — that  these  desirable  people  need — to  get 
into  the  State  service.  I  want  to  say  that  there  is  a 
large  number  of  physicians  who  would  be  desirable  in  the 
State  service,  who  are  not  a  success  in  general  practice. 
We  all  know  that. 

Dr.  Hurd:  Dr.  Dewing's  remarks  seem  to  me  an 
argument  on  the  other  side.  I  am  sure  I  don't  want  any- 
one, who,  from  age,  lack  of  study  or  any  other  reason  is 
afraid  to  take  an  examination,  on  my  staff. 

I  was  about  to  rise  to  make  a  motion  which  would  have 
embodied  the  way  out  of  the  difficulty  which  Dr.  Mabon 
suggests,  and  that  is  that  the  Committee  on  Examination 
for  medical  positions  in  the  State  service,  be  requested 
and  empowered,  under  the  direction  of  the  Lunacy  Com- 
mission, to  make  such  arrangements  with  the  Civil  Service 
Commission  as  will  satisfactorily  settle  the  question  as  to 
the  number  of  years  which  shall  have  elapsed  since  grad- 
uation, of  applicants  for  the  position  of  medical  interne  in 
the  State  hospitals. 

Dr.  Russell:  It  is  a  poor  rule  perhaps  that  has  no 
exceptions,  but  nevertheless,  I  must  say  I  think  in  regard 
to  civil  service  regulations  it  is  better  not  to  have  them  so 
arranged  so  as  to  admit  of  too  many  exceptions.  The 
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Commission  does  not  like  to  make  exceptions,  and  when  a 
rule  which  has  been  in  force  for  some  time  has  worked 
well,  it  seems  to  me  it  should  not  be  changed  without 
careful  consideration. 

Dr.  Mabox  :  The  suggestion  is  that  this  should  be  done 
through  the  committee. 

Dr.  Russell:  I  understand,  and  it  seems  to  me  that 
the  difficulty  could  be  met  in  this  way :  As  I  remember, 
the  requirements  are  that  medical  internes  must  be  grad- 
uated not  more  than  three  years  and  junior  physicians  not 
more  than  five  years.  The  qualifications  for  junior  phy- 
sicians are  one  year's  experience  as  a  regularly  appointed 
interne  in  a  general  hospital,  or  institution  for  the  insane, 
or  three  years  in  general  practice.  Xow  it  seems  to  me 
that  any  really  good  man  wanting  to  get  into  the  State 
service,  who  has  been  more  than  three  years  out  of  college, 
if  he  has  not  had  the  experience  now  required,  must  surely 
have  had  some  special  experience  which  would  make  him 
desirable. 

Would  it  not  be  possible  for  the  committee  to  formulate 
same  addition  to  the  present  regulation  in  regard  to  junior 
physicians  so  that  besides  three  years  in  general  practice, 
or  one  year  as  an  interne,  such  special  experience  as  in 
the  opinion  of  the  committee  would  qualify  him  might 
render  him  eligible  for  the  position  of  either  interne  or 
junior  physician? 

Dr.  Hurd's  motion  was  seconded  by  Dr.  Dewing. 

Dr.  Russell:  I  would  like  to  amend  that  motion  to  the 
effect  that  the  committee  be  empowered  to  make  arrange- 
ments with  the  Civil  Service  Commission  for  modification 
of  the  regulations  so  as  to  permit  of  more  latitude  in  the 
selection  of  internes  and  junior  physicians. 

Dr.  Mabox:    Why  junior  physicians? 

Dr.  Russell:  Well;  I  have  something  in  mind  that  has 
not  been  discussed.  I  think  residence  and  citizenship 
should  be  considered. 

Mr.  Chairman  :  Do  you  mean  for  both  junior  physicians 
and  medical  internes? 
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Dr  Russell:  I  think  it  would  be  wise  to  have  it  read 
in  that  way. 

Dr.  Hurd:  I  will  adopt  that  amendment  as  a  part  of 
my  own  motion. 

Dr.  Hutchings:  Are  we  leaving  this  to  the  committee 
to  settle? 

Mr.  Chairman:  The  committee,  as  I  understand  it,  is  to 
take  the  matter  in  hand.  The  motion  was  made  to  lay 
aside  the  motion  of  Dr.  Hurd  and  refer  the  matter  to  the 
committee  to  confer  with  the  Civil  Service  Commission 
and  report  to  us  what  changes  could  be  made.  We  do  not 
want  to  put  the  whole  responsibility  upon  the  shoulders  of 
the  members  of  the  committee,  but  they  can  find  out  what 
is  wanted  and  what  can  be  done,  and  then  report. 

Dr.  Russell:  I  will  accept  that  amendment.  What  I 
had  in  mind  was  this:  At  present  it  is  almost  impossible 
to  get  junior  physicians  from  outside  this  State,  as  resi- 
dence is  required  for  appointment  to  the  position,  and 
while  examinations  have  been  conducted  in  other  States,  or 
were  on  one  occasion,  the  men,  no  matter  what  the  rating 
may  be,  must  always  be  put  at  the  foot  of  the  list.  Of 
course  that  is  discouraging.  It  seems  to  me  it  would  be 
desirable  to  overcome  the  difficulty  as  to  citizenship.  As 
I  understand  it,  a  native  of  another  country,  who  comes  to 
this  vState  to  get  a  position  as  medical  interne,  can  not  be 
a  junior  physician  until  five  years  have  elapsed,  because 
he  is  not  a  citizen — I  was  told  so  by  a  man  who  applied — 
and  when  the  five  years  have  elapsed,  he  is  not  eligible 
for  the  position  of  junior  physician  under  the  regulation  in 
regard  to  period  after  graduation. 

Dr.  .Dewing:  It  seems  to  me  that  until  we  take  down 
the  bars  and  put  ourselves  in  the  position  to  get  good 
material  wherever  we  can  find  it,  we  have  no  business  to 
complain  of  our  inability  to  fill  up  the  vacancies  in  the 
staffs  of  the  State  hospitals. 

Mr.  Chairman:  Dr.  Hurd's  motion,  as  amended  by  Dr. 
Russell,  is  before  you.  Do  you  wish  to  vote  on  the  amend- 
ment, or  do  you  wish  to  refer  the  whole  matter  to  this 
committee  with  the  request  that  its  members  see  the  Civil 
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Service  Commission,  and  report  to  the  next  conference  as 
to  what  can  be  done? 

Dr.  Russell:    I  am  willing  to  accept  that  modification. 

Dr.  Hurd:  I  accepted  Dr.  Russell's  amendment,  so 
that  it  is  all  one  motion  now. 

The  motion  as  amended  was  duly  seconded  and  the 
chair  announced  that  it  was  carried. 

On  motion  of  Dr.  Pilgrim  the  conference  adjourned. 

Lewis  M.  Farrington, 

Secretary  of  Conference. 


REPORT  OF  THE  INTER-HOSPITAL  CONFER- 
ENCE OF  PHYSICIANS  HELD  AT  THE 
MANHATTAN  STATE  HOSPITAL,  WARDS 
ISLAND,  NEW   YORK,  N.  Y.,  DECEMBER 

4   AND   5,  I907. 

Dr.  William  Mabon,  superintendent  of  the  Manhattan 
vState  Hospital,  presided  at  the  meetings.  The  following- 
physicians  were  present: 

Dr.  Adolf  Meyer  and  the  staff  of  the  Pathological  Institute  of  the 

State  Hospitals  for  the  Insane. 
Dr.  Woodman,  Dr.  Brewster  and  Dr.  Mitchell  of  the  Middletown 

State  Homeopathic  Hospital. 
Dr.  Merriman,  Dr.  Miltimore  and  Dr.  Rayner  of  the  Hudson  River 

State  Hospital. 

Dr.  Capron,  Dr.  Pritchard  and  Dr.  Sam-ord  of  the  Kings  Park 
State  Hospital. 

Dr.  Smith  and  Dr.  Agnew  of  the  Long  Island  State  Hospital. 

Dr.  Mills  and  Dr.  Barnhardt  of  the  Central  Islip  State  Hospital. 

Dr.  August  Hoch  of  Bloomingdale  Hospital,  New  York  City. 

Dr.  Williams  of  Washington,  D.  C. 

Dr.  S.  E.  Jelljffe  of  New  York  City. 

Dr.  Fichte  of  the  German  Hospital,  New  York  City. 

Nearly  the  entire  staff  of  the  Manhattan  State  Hospital  was 
present. 

Afternoon  Session. 

Dr.  Mabon,  after  welcoming  the  visiting  physicians, 
gave  an  outline  of  the  clinical  work  as  carried  on  at  the 
Manhattan  State  Hospital  and  described  the  method  of 
presenting  cases  at  the  staff  meetings.  Dr.  Mabon  also 
mentioned  the  interest  shown  in  the  voluntary  meetings 
held  once  a  month  by  the  hospital  and  Pathological  Insti- 
tute staffs  for  the  discussion  of  special  medical  topics  and 
presentation  of  papers. 

Jilt— 190&—  i) 
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A  CASE  OF  KORSAKOFF'S  PSYCHOSIS  WITH  CORTICAL 
SYMPTOMS. 

By  Dr.  J.  W.  Moore, 

Of  the  Pathological  Institute. 

Since  Korsakoff  in  1890  described  the  syndrome  in 
alcoholic  mental  disturbances  which  bears  his  name, 
several  observers  have  published  cases  which  while  ful- 
filling' all  the  conditions  of  the  polyneuritic  psychosis, 
presented  additional  symptoms  which  were  in  all  cases 
more  or  less  transitory  and  consisted  usually  of  convul- 
sive attacks,  difficulty  in  speech,  unilateral  symptoms 
and  some  form  of  sensory  aphasia.  Korsakoff  himself 
has  mentioned  that  these  patients  sometimes  forget  the 
significance  of  objects,  words  and  numbers.  Bonhoeffer 
in  1 901  described  the  case  of  a  man  who  had  had  delirium 
alcoholicum  several  times  and  finally  developed  the  Korsa- 
koff complex.  He  also  showed  pronounced  paraphasia, 
paralexia  and  complete  agraphia.  Perseveration  was 
very  marked.  After  a  few  weeks  these  symptoms 
cleared  up  entirely.  In  1906  Kutner  described  two  cases 
quite  similar  and  Nicolauer  in  1907  (Centralblatt  fur 
Nervenheilk  u.  Psych. ,  Aug.  15)  published  detailed  ob- 
servations on  another.  In  all  about  twenty  cases  have 
appeared  in  the  literature. 

This  patient.  H.  S.,  aged  36,  has  been  excessively  alco- 
holic for  many  years  and  has  passed  through  several 
deliria.  Xine  years  ago  he  was  ill  with  what  was  diag- 
nosed as  cerebro-spinal  meningitis.  The  symptoms  were 
convulsions  and  delirium,  worse  at  night.  Since  that 
time  he  has  been  irritable  and  has  drunk  to  excess.  For 
two  years  prior  to  admission  he  was  unsteady  on  his  legs 
and  had  frequent  falls.  On  June  9,  1907,  he  was  found 
lying,  apparently  drunk,  on  the  floor  with  a  deep  cut  in 
his  head;  he  could  not  speak  but  motioned  for  a  drink  and 
other  things  he  wanted.  That  night  he  was  delirious  and 
was  taken  to  a  hospital ;  next  morning  he  could  speak,  but 
very  thickly.  In  Bellevue  he  remained  in  a  semiamnesic 
state  until  August,  and  was  sent  to  Randall's  Island  as  an 
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imbecile.  There  lie  remained  until  admitted  here  October 
24,  1907.  He  was  found  at  that  time  to  be  completely 
disoriented  in  all  fields.  He  misidentified,  fabricated,  had 
lost  power  of  retention  and  his  memory  was  extremely 
poor.  In  short  he  presented  a  fairly  typical  mental  pic- 
ture of  Korsakoff  psychosis. 

Physically  there  were  found  certain  right-sided  symp- 
toms in  the  shape  of  slight  weakness,  contractures  of  the 
right  elbow  and  knee,  a  knee-jerk  more  active  on  the 
right  side;  ankle  clonus  and  a  suspicion  of  Babinski's  sign 
on  the  right  side.  The  pupils  were  unequal,  but  normal 
in  all  reactions.  The  motility  of  the  eyeballs  was  only 
very  slightly  impaired  and  ophthalmoscopic  examinations 
revealed  nothing  abnormal.  The  visual  fields  were  not 
contracted.  There  was  no  alteration  in  cutaneous  sensi- 
bility. Speech  was  drawling,  but  not  dysarthria  There 
was  no  control  of  the  sphincters.  Examination  for  aphasia 
revealed  the  following  condition: 

Perseveration  was  fairly  marked,  paraphasia  was  occa- 
sionally noted  in  his  remarks,  e.  g. ,  asking  for  a  "rub- 
ber" when  he  wanted  a  spoon,  calling  for  a  "razor"  when 
meaning  a  pin.  He  complied  with  simple  commands,  but, 
failed  in  more  complex  ones.  He  had  entirely  lost  the 
ability  to  name  objects  seen  but  made  few  mistakes  in  rec- 
ognizing things  heard.  He  did  abstract  calculation,  but 
could  do  nothing  with  figures  on  paper.  He  failed  to  name 
correctly  objects  put  in  either  hand.  Paralexia  was  ex- 
treme; he  never  hesitated  to  attempt  to  read,  but  was 
utterly  unable  to  read  correctly.  He  could  match  letters 
with  some  difficulty  but  could  not  construct  a  word  nor 
name  a  letter.  He  was  able  to  write  his  name  with  either 
hand  and  wrote  a  test  phrase  with  some  misspelling".  Ten 
seconds  later  he  could  not  read  what  he  had  put  down. 
He  could  not  copy  on  paper,  could  not  draw,  could  not 
name  a  square  or  circle  when  shown  them,  but  when  asked 
what  shape  they  were  said — "square"  and  "round". 
There  was  a  certain  awkwardness  in  performing  abstract 
motions  with  the  left  hand  which  seemed  to  be  greater 
than  in  the  right  hand,  but  did  not  amount  to  a  definite 
dyspraxia. 
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As  a  help  in  excluding  general  paralysis  in  this  case  I 
will  say  that  it  is  practically  certain  that  he  has  never  had 
syphilis  and  lumbar  puncture  performed  twice  showed  ab- 
sence of  lymphocytosis.  The  possibility  of  a  definite  or- 
ganic lesion  must  be  admitted,  possibly  the  trauma  of 
June  19th  is  responsible.  Against  this  we  can  only  place 
the  history  of  alcoholic  excess  and  the  rather  complete 
mental  picture  of  Korsakoff  disease.  If  it  is  the  latter  we 
have  reason  to  expect  improvement  within  a  short 
time. 

Dr.  Moore  then  questioned  the  patient,  and  the  patient 
answered : 

"What  are  those?"  (keys)  t;Keys." 
"What  is  this?*'  (knife)  "Pencil." 
"What  do  you  do  with  it?"    "Write  with  it." 
"This?"  (coin)  "Photograph.*' 
"What  do  you  do  with  it?"  "Number  with  it." 
"What  do  you  hear?"  (whistling)  "Whistle." 
"What   do   you    hear   now?*'    (shaking   keys)  "Keys 
whistling." 

Note,  June  24,  190S:  Since  the  presentation  of  the  patient  he 
has  continued  in  much  the  same  condition.  His  spontaneous  talk 
shows  little  of  a  paraphasic  nature,  e.  g.,  he  dictated  a  letter  to  his 
wife  as  follows: 

Dear  Cecilia;  I  am  very  sorry  I  could  not  make  it  better  for  ever 
marrying  you  and  the  trouble  I  made.  I  hope  the  children  are  doing 
good.  I  pray  for  them  every  night.  Tell  them  to  pray  and  bring 
them  up  Catholics.    Best  love  to  you — ." 

Under  questions  whose  answers  involve  the  mention  of  concrete 
objects,  however,  his  replies  are  absurd,  with  random  use  of  incorrect 
words,  e.  g.,  when  shown  a  picture  of  a  house,  he  said,  "That's  a 
lemon — for  anybody  that's  dead  to  go  anywhere."  When  shown  a 
knife  he  said,  "That's  a  slate-pencil — for  measuring  with." 

Dr.  Meyer:  This  case  is  rather  interesting.  I  would 
rather  be  inclined  to  speak  of  it  as  a  case  of  cerebral  affec- 
tion with  Korsakoff's  syndrome.  Dr.  Moore  deserves 
credit  for  rinding  this  peculiar  speech  affection,  especially- 
glaring  in  the  alexia.  What  is  described  as  paraphasia 
seems  to  me  to  have  a  peculiar  character  different  from 
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the  ordinary  paraphasia.  In  the  main  one  might  say  that 
he  evidently  has  difficulty  of  grasping-  the  sense  of  objects, 
and  the  difficulty  shows  in  this  peculiar  paralogia,  which 
is  partly  brought  about  by  fabrication,  but  can  not  alto- 
gether be  explained  on  grounds  of  paraphasia  or  persevera- 
tion. It  would  be  extremely  difficult  to  refer  this  symp- 
tom to  any  limited  focus.  There  is  no  hemianopsia  to 
point  to  a  focal  disorder  of  the  temporo-occipital  lobe. 
Moreover,  he  has  no  definite*  sensory  disturbance  on  the 
right  side,  all  of  which  might  possibly  speak  in  favor  of 
the  interpretation  of  Dr.  Moore,  viz.,  that  inasmuch  as  we 
can  not  localize  the  disorder  on  the  ground  of  a  focus, 
there  is  a  fair  chance  of  its  being  a  diffuse  affection  of 
the  Korsakoff  type. 
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THE  DIAGNOSIS  OF  PALSIES  OF  THE  OCULAR 
MUSCLES. 

By  Ward  A.  Holden,  M.  D.. 
New  York,  X.  Y. 
Visiting  Ophthalmologist.  Manhattan  State  Hospital. 

It  is  appalling  to  turn  to  the  chapter  on  palsies  of  the 
ocular  muscles  and  view  the  charts  showing  the  relations 
of  the  double  images  in  nine  separate  portions  of  the  field 
of  fixation,  the  determination  of  which  the  author  assumes 
to  be  necessary  in  order  to  diagnose  a  palsy  of  an  ocular 
muscle.  The  problem,  however,  is  by  no  means  a  difficult 
one  in  the  great  majority  of  cases,  even  if  occasionally  we 
meet  with  a  slight  palsy  of  one  or  more  muscles  complica- 
ted with  a  subsequent  spastic  contracture  of  the  antag- 
onistic muscles  which  may  give  us  trouble.  In  sendees 
such  as  yours,  I  am  not  sure  but  that  the  diagnosis  of 
ocular  palsies  is  a  less  difficult  task  than  the  exclusion  of 
such  squints  and  ptoses  as  are  not  of  a  paralytic  nature. 

Looking  at  the  matter  in  the  simplest  way,  let  us  re- 
member that  each  eye  can  be  turned  in  or  out  lifty 
degrees  from  the  primary  position.  Each  eye  then  has  a 
lateral  excursion  of  one  hundred  degrees.  In  the  ordinary 
non-paralytic  or  concomitant  cross  eye  the  extent  of  lateral 
excursion,  one  hundred  degrees,  is  preserved,  but  its 
limits  are  displaced.  The  squinting  eye,  let  us  say,  turns 
out  but  twenty-five  degrees  instead  of  fifty  degrees,  but  it 
will  be  found  to  turn  in  seventy-five  degrees  instead  of 
fifty  degrees.  Its  rotation  inward  is  increased  by  the 
amount  of  its  loss  of  rotation  outward.  And  when  the 
eyes  are  turned  to  the  right  or  left  the  eye  which  does  not 
fix  turns  in  an  equal  amount  in  every  direction  of  the 
gaze.  If,  on  the  contary,  there  is  a  palsy  of  the  right  ex- 
ternal rectus,  there  will  be  a  paralytic  convergent  strab- 
ismus. The  right  eye  can  be  turned  out,  let  us  say  only 
twenty-five  degrees,  but  its  normal  power  of  rotation  in- 
ward, fifty  degrees,  will  not  be  increased.  The  excursion 
of  this  eye  is  now  limited  to  seventy-five  degrees,  and  the 
two  eyes  no  longer  act  concomitantly.    When  the  patient 
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looks  at  a  finger  held  to  the  left  both  eyes  will  fix 
it  binocularly,  but  as  the  ringer  is  carried  to  the  right,, 
after  it  passes  the  median  line,  the  right  eye  will  lag  be- 
hind, turn  in  and  no  longer  fix,  and  this  inward  deviation 
will  increase  as  the  finger  is  carried  further  to  the  right. 
If  now,  we  measure  this  primary  deviation  and  then  cover 
the  left  eye  which  is  fixing  and  force  the  patient  to  fix 
the  finger  with  the  right  paralyzed  eye,  the  good  eye  will 
be  forced  by  the  effort  to  turn  in  further  than  the  para- 
lyzed eye  did  before.  In  other  words,  the  secondary  de- 
viation will  be  greater  than  the  primary.  By  the  limita- 
tion in  excursion,  the  fact  that  the  secondary  deviation  is 
greater  than  the  primary  and  by  the  occurrence  of  diplopia 
when  the  eyes  are  directed  to  the  right,  we  distinguish 
between  a  concomitant  and  a  paralytic  convergent  squint 
due  to  palsy  of  the  right  external  rectus. 

But  after  the  palsy  of  the  right  external  rectus  has 
lasted  for  some  months  diplopia  is  no  longer  noticed,  and 
a  secondary  contracture  of  the  internal  rectus  increases 
the  amount  of  possible  inward  rotation,  and  the  extent  of 
the  excursion  of  the  eye  ma}7  again  approach  one  hundred 
degrees  instead  of  seventy-five  degrees.  The  differenti- 
ation then  between  a  paralytic  squint,  which  is  of  neuro- 
logical importance,  and  a  concomitant  squint,  which  is  not, 
may  be  very  difficult.  The  anamnesis  may  then  be  of 
value.  Thus  a  squint  noticed  soon  after  birth  is  always 
of  a  paralytic  nature  and  usually  due  to  difficult  labor. 
The  ordinary  convergent  squint  comes  on  about  the  age 
of  three  when  the  child  first  begins  to  use  its  eyes  actively. 
These  children  are  all  hyperopic  and  usually  the  vision  of 
one  eye  is  poor.  Concomitant  divergent  squint  comes  on 
in  adolescence  and  the  patient  is  always  myopic. 

A  history  of  convergent  squint  dating  from  the  age  of 
three,  or  of  a  divergent  squint  dating  from  the  ages  ten 
to  twenty  usually  means  a  non-paralytic  squint,  unless 
there  has  been  an  injury  to  the  head,  or  diphtheria  with 
other  paralyses. 

If  the  vision  of  one  eye  becomes  seriously  impaired 
in  early  life  that  eye  usually  passively  squints  in.    If  the 
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vision  of  one  eye  is  impaired  in  adult  life,  that  eye  is  likely 
to  turn  out. 

When  it  is  difficult  to  determine  the  paralytic  nature  of 
a  squint  by  observing-  a  diminution  of  excursion  or  a  dif- 
ference in  the  primary  and  secondary  deviations  in  some 
direction  of  the  gaze,  we  resort  to  a  finer  test — that  of 
having  the  patient  fix  a  candle  while  a  red  .glass  is  held 
before  one  eye.  Double  vision  will  then  be  produced  and 
the  patient  will  see  the  level  double  images  further  apart 
when  the  eyes  are  turned  in  the  direction  of  the  paralyzed 
muscle.  In  these  disturbances  of  lateral  motion  the  pa- 
tient may  not  be  much  disturbed.  In  concomitant  squint 
there  is  never  diplopia.  The  patient  with  palsy  of  the 
right  external  rectus  will  turn  his  head  to  the  right  and 
his  eyes  to  the  left  and  thus  see  single.  When  he  does 
look  to  the  right  the  image  formed  on  the  retina  of 
the  right  deviating  eye  is  far  from  the  centre  of  distinct 
vision  and  he  soon  learns  to  suppress  this  double  image. 

Let  us  now  take  up  the  rather  more  complicated  mat- 
ter of  disturbances  of  vertical  mobility.  Each  eye  is  ro- 
tated upward  by  the  joint  action  of  the  superior  rectus  and 
the  inferior  oblique.  The  superior  rectus  rotates  it  up 
and  in  and  the  inferior  oblique  rotates  it  up  and  out.  Con- 
versely each  eye  is  rotated  downward  by  the  inferior  rectus 
and  the  superior  oblique.  The  inferior  rectus  rotates  it 
down  and  in  and  the  superior  oblique  rotates  it  down  and 
out.  When  any  of  these  elevators  or  depressors  of  the  eye 
is  paralyzed  its  associated  muscle  will  rotate  the  eye  up  or 
down  to  some  extent,  and  to  make  out  the  diminution  in 
mobility  it  will  often  be  necessary  to  have  the  eyes  directed 
in  the  oblique  direction  in  which  the  paralyzed  muscle 
would  normally  rotate  the  eye. 

Let  us  suppose  a  case  in  which  the  movement  of  the 
eyes  upward  is  normal,  but  in  looking  downward  to  the 
right  or  to  the  left  one  eye  lags  behind,  and  when  one  eye 
is  covered  after  the  other,  we  find  a  vertical  deviation  with 
the  right  eye  higher.  We  have  then  a  paralysis  of  either 
the  inferior  rectus  or  of  the  superior  oblique  of  the  right 
eye — the  two  muscles  which  rotate  the  eye  downward. 
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We  now  determine  the  degree  of  vertical  deviation  when 
the  eyes  are  turned  down  and  to  the  right,  and  the  degree 
of  vertical  deviation  when  they  are  turned  down  and  to 
the  left.  If  the  right  eye  lags  behind  more  when  it  is 
turned  to  the  right  we  have  to  do  with  a  paralysis  of  the 
inferior  rectus.  If  the  vertical  deviation  is  greater  when 
the  right  eye  is  turned  to  the  left  we  have  to  do  with  a 
paralysis  of  the  right  superior  oblique.  Similarly  if  a  de- 
viation appears  when  the  eyes  are  directed  upward  we  can 
distinguish  between  a  paralysis  of  the  superior  rectus  or 
of  the  inferior  oblique  in  the  eye  that  lags  behind.  In 
slight  palsies  the  use  of  the  red  glass  and  candle  makes  a 
finer  test.  After  a  little  practice  one  should  be  able  to  di- 
agnose recent  paralysis  without  much  difficulty,  and  the 
transitory  paralysis  of  tabes  and  paresis  will  furnish  abun- 
dant material. 

A  word  now  in  regard  to  the  differentiation  between 
paralytic  and  non-paralytic  ptosis.  If  an  inflamed  eye  is 
long  kept  closed  and  finally  loses  its  sight  the  upper  lid 
may  continue  to  droop.  If  a  lid  has  long  been  inflamed 
and  thickened  its  weight  will  cause  it  to  droop,  and  in 
many  a  case  of  supposed  paralytic  ptosis  if  the  upper  lid 
be  everted  it  will  show  evidences  of  former  trachoma. 

The  ptosis  which  is  so  common  in  hysteria  is  simply  a 
voluntary  drooping  of  the  upper  lids  associated  often  with 
a  spasm  of  the  sphincter  that  closes  the  lid  so  that  the  pa- 
tient resists  one's  attempts  to  raise  the  upper  lids  by  force. 
Again,  in  hysteria  the  lids  may  be  held  widely  open  and 
the  eyes  be  voluntarily  kept  motionless,  giving  rise  to  a 
peculiar  staring  expression,  sometimes  seen  in  the  blind. 
The  books  speak  of  hysterical  palsies  of  the  muscles  that 
move  the  eyeballs,  but  in  fact  practically  the  only  hyster- 
ical anomaly  of  this  sort  is  a  forced  convergence  of  the 
eyes  that  may  be  maintained  for  a  time  and  may  at  first 
glance  simulate  a  palsy  of  one  external  rectus.  But  the 
primary  and  secondary  deviations  are  equal,  the  deviation 
is  the  same  in  all  directions  of  the  gage,  and  the  double 
images  are  in  every  direction  equidistant.  The  condition 
changes  from  day  to  day,  and  as  is  the  case  with  other 
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hysterical  spasms  it  is  not  long-  maintained.  Most  of  these 
patients,  having  received  the  suggestion  of  diplopia,  will 
cheerfully  say  that  a  light  is  seen  double  with  one  eye 
alone  while  the  other  is  covered,  and  if  two  fingers  are  held 
up  to  be  counted  with  one  eye  the  patient  wiil  say  that  he 
sees  four. 

All  of  the  subjective  disturbances  caused  by  a  paralysis 
of  an  extrinsic  eye  muscle — the  diplopia,  vertigo,  and  un- 
certain gait,  are  relieved  by  putting  a  patch  over  the 
affected  eye. 

A  number  of  patients  were  exhibited  who  presented 
some  of  the  conditions  described  by  Dr.  Holden. 

Dr.  Mabon:  We  are  all  very  much  indebted  to  Dr. 
Holden  for  his  very  clear  presentation  of  his  subject,  and 
I  hope  those  present  will  feel  free  to  discuss  it  or  ask  any 
questions  that  may  arise. 

Dr.  Meyer:  I  should  like  to  ask  a  question  with  re- 
gard to  the  possibility  of  supranuclear  palsies  of  the  eye 
movements.  Whether  for  instance,  lesions  of  the  occipi- 
tal lobes,  or  lesions  of  the  supramarginal  and  angular 
lesions  are  justly  credited  to  palsies? 

Dr.  Holden:  I  do  not  think  we  have  very  much  clin- 
ical material  of  that  sort,  and  not  very  much  has  been 
written  on  it,  and  so  far  as  I  know,  I  have  not  seen  any 
case.  Moulton  has  discussed  the  possibility  to  a  consider- 
able extent  in  his  books,  but  I  think  our  clinical  knowledge 
is  very  hazy. 
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PSYCHOSES  FOLLOWING  LABOR. 
By  Dr.  W.  C.  Garvin, 

Manhattan  State  Hospital. 

The  following-  is  a  report  of  fifty-six  cases,  some  of  which 
are  still  in  the  hospital.  The  report  will  be  completed 
when  sufficient  time  shall  have  elapsed  and  proper  dis- 
position shall  have  been  made  of  the  cases. 

The  scope  of  this  preliminary  report  includes  only  those 
cases  in  which  the  onset  of  the  psychosis  appears  to  date 
from  the  time  of  the  labor;  the  exciting  factors,  beings 
either  the  labor  itself  or  some  of  its  complications.  In 
going-  over  the  records,  I  found  many  cases  of  insanity  in 
which  the  psychosis  developed  during  the  first,  second  or 
third  or  even  later  months  from  the  time  of  childbirth, 
and  in  which  childbirth  certainly  occupied  a  prominent 
place  as  an  etiological  factor,  while  other  factors,  such  as 
lactation,  worry,  overwork,  poor  physical  condition,  alco- 
hol and  physical  disease,  were  also  present.  These  cases 
were  discarded,  as  not  being  directly  due  to  childbirth,  or 
its  complications.  It  is  difficult  to  set  a  limit  as  to  the 
time  of  appearance  of  the  psychosis  after  the  labor,  and  to 
consider  only  those  cases  which  appear  with  that  period, 
yet  in  a  considerable  number  of  cases  this  can  be  done.  In 
fact,  in  forty-seven  of  the  cases  considered  in  this  paper, 
the  psychosis  developed  within  two  weeks  after  the  com- 
pletion of  labor.  In  the  remaining  cases,  while  developing 
more  slowly,  the  labor  or  its  complications  were  so  promi- 
nent as  etiological  factors  that  they  were  included. 

Etiology :  Heredity  in  the  direct  or  collateral  branches 
of  the  family  was  the  cause  of  insanity  in  thirteen  cases. 
Two  patients  gave  a  history  of  mental  derangement  after 
previous  labors;  one  gave  a  history  of  insanity  during  a 
previous  pregnancy  and  after  labor;  one  was  slightly  de- 
fective; and  another  was  deteriorated  on  admission,  al- 
though the  husband  stated  that  he  noticed  nothing  peculiar 
in  her  previous  to  childbirth;  three  showed  temporary 
peculiarities  some  years  previous  to  the  onset  of  the  pres- 
ent psychosis.    In  twenty-one  of  fifty-six  cases,  either  the 
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patient  herself  or  some  of  her  relatives  showed  mental 
peculiarities  or  were  insane.  Worry,  overwork  and  ex- 
haustion were  prominent  factors  in  a  great  many  cases. 
Alcohol  in  a  few  instances  seemed  to  bear  a  part  in  the 

etiology. 

The  following  notes  on  the  general  physical  condition 
of  the  patients  were  made  on  admission:  The  condition 
of  10  was  described  as  good;  29  as  fair;  and  18  as  poor. 
The  following  physical  disorders  were  present :  Abscess 
of  the  breast,  5  ;  parametritis,  1 ;  perinephritic  abscess,  1 ; 
bronchitis,  3;  diphtheria,  3;  tuberculosis,  2;  phlebitis  of 
the  left  femoral  vein,  2  ;  nephritis,  7  ;  while  9  gave  a  history 
of  k- chills  and  fever"  previous  to  admission;  18  had  a 
temperature  of  100  and  over  on  admission,  and  one  pre- 
sented a  history  of  eclamptic  attack  on  the  day  preceding 
and  the  day  following  the  labor. 

The  labor  was  prolonged  and  forceps  were  used  in  9 
cases,  and  in  one  the  labor  was  precipitate,  causing  a  large 
laceration  of  the  cervix  and  the  perineum;  while  9  cases 
exhibited  suicidal  tendencies. 

Further,  25  cases  developed  within  the  first  week;  47 
cases  within  two  weeks;  6  cases  during  the  third  week; 
and  2  cases  during  the  fourth  and  sixth  week.  The  two 
last  were  slow  in  developing,  and  the  mental  symptoms 
did  not  become  pronounced  until  immediately  before 
their  admission  to  Bellevue  Hospital. 

Course:  Five  cases  died  from  various  causes  while  in 
the  hospital;  two  from  tuberculosis;  one  from  broncho- 
pneumonia and  diphtheria;  one  from  broncho-pneumonia, 
diphtheria,  ulcerative  colitis  and  abscess  of  the  kidneys, 
and  one  from  exhaustion. 

Thus  far  33  cases  recovered  completely;  a  number  were 
transferred  to  other  institutions  or  were  deported,  and  the 
remainder  are  still  in  the  hospital.  The  33  cases  which 
recovered  were  grouped  as  follows: 

Infective-exhaustive  psychoses,  18; 
Manic-depressive  manic  type,  8,  (one  Depressive  case) ; 
Allied  to  dementia  praecox,  4: 
Alcoholic  psychosis,  1 ; 
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Epileptic  psychosis,  i ; 
Depression  not  differentiated,  i. 

Omitting-  the  cases  of  alcoholic  psychosis,  which  re- 
mained six  months  and  twenty-one  days,  and  the  epileptic 
case  which  remained  forty-three  days,  the  average  length 
of  the  time  the  recovered  cases  remained  in  the  hospital 
was  four  and  one-half  months. 

The  eighteen  cases  of  Infective-Exhaustive  Psychoses 
remained  on  an  average  four  months;  the  Manic-Depress- 
ive cases,  five  and  one-half  months,  and  the  four  cases 
presenting"  Dementia  Praecox  symptoms  remained  six 
months  and  seven  days. 

Infective- Exhaustive  Group:  The  onset  is  usually  with 
excitement.  This  may  continue  for  weeks,  or  else  may 
disappear  within  a  few  days,  and  by  the  time  the  patient 
reaches  the  hospital,  she  may  be  in  a  low,  confused,  delir- 
ious state,  apathetic  and  indifferent  to  her  surroundings. 

A  considerable  number  of  the  cases  included  in  the 
Allied  to  Manic-Depressive  Group,  at  the  onset  of  the  psy- 
chosis more  or  less  delirious  features  were  present,  but 
later  manic  traits  would  appear,  such  as  distractibility, 
more  or  less  flight,  elation  or  great  variability  in  mood, 
and  in  the  absence  of  infection  these  were  placed  in  the 
Manic  group. 

Accompanying  the  acute  delirium  in  the  Infective- 
Exhaustive  cases,  there  are  psychomotor  activity,  hallu- 
cinations of  the  various  senses,  various  somatic  sensations, 
the  recounting  of  fantastic  experiences,  mistake  in  iden- 
tity, and  disorientation.  Often  more  or  less  distractibility 
clouding  of  the  consciousness,  and  various  changing- 
delusions  are  present. 

The  attention  is  difficult  to  gain  and  to  hold,  but  often 
when  their  attention  can  be  held,  they  show  considerable 
grasp  on  their  surroundings.  In  the  exhaustive  cases, 
apathy  and  confusion,  depression  and  morbid  fears  are 
prominent. 

The  Infective-Exhaustive  cases  generally  go  on  to  recov- 
ery without  any  subsequent  depression.  Two  cases  were 
subsequently  said  to  show  depression,  but  unfortunately 
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the  character  of  the  depression  was  not  investigated.  A 
number  of  the  cases  showed  a  subsequent  reaction  in 
the  shape  of  apathy,  lack  of  initiative,  or  irritability, 
querulousness  and  resentment  at  their  detention. 

A  number  of  the  cases  developed  complications.  For 
•example,  pneumonia  and  infections  of  various  kinds.  The 
delirium,  which  had  previously  subsided  to  some  extent 
would  regularly  on  the  re-appearance  of  infection  again 
become  prominent.  In  several  cases  prompt  evacuation 
of  pus  cavities  was  followed  by  a  rapid  disappearance  of 
the  delirium  and  clearing  up  of  the  mental  symptoms. 

Manic-Depressive  Cases:  In  this  group  we  have  eigh- 
teen cases,  eight  of  which  at  the  time  of  admission  to  Belle- 
vne  Hospital,  or  to  this  hospital,  showed  manic  features 
of  typical  type.  In  the  remaining  ten  cases,  some  of  them 
presented  more  or  less  delirious  features  at  the  onset,  but, 
during  the  subsequent  course  of  the  phychosis,  manic 
traits  became  prominent,  yet  not  sufficiently  so  as  to  allow 
the  case  to  be  placed  in  the  manic  groups  as  typical,  and 
they  were  therefore  placed  in  the  Allied  to  the  Manic- 
Depressive  Group.  In  other  cases  manic  symptoms  were 
prominent  from  the  onset,  but  even  in  these  cases 
delirious  features  were  often  present.  One  case  presented 
a  complex  sufficiently  well  defined  to  allow  it  to  be  placed 
in  the  Depressive  Group.  Under  this  head  we  have  placed 
one  case  in  which  the  psychosis  recurred  in  successive 
pregnancies,  and  one  case  in  which  childbirth  brought  on 
a  second  attack  of  insanity,  other  etiological  factors  pro- 
ducing the  first  attack. 

Case  I.  K.  M.  Admitted  June  2d,  1904,  discharged 
July  1  st,  1904.  Patient  is  27  years  of  age,  was  born  in 
Ireland,  has  two  children,  of  which  the  oldest  died  eight 
months  ago  at  the  age  of  two,  and  the  youngest  is  two 
months  old.    Patient  takes  an  occasional  glass  of  beer. 

Ps  ychosis :  Eight  months  ago  she  lost  her  first  child ;  she 
became  very  much  depressed,  and  one  week  later  had  a 
period  of  excitement  lasting  three  days,  since  then  she  has 
had  three  similar  attacks,  about  the  same  duration.  One 
week  previous  to  the  birth  of  last  child  she  had  an  excited 
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period  lasting  a  day.  Since  labor  she  has  been  more  nerv- 
ous than  usual;  eight  days  ago  while  on  an  excursion  she 
became  apprehensive  and  feared  that  someone  was  going 
to  throw  her  husband  overboard.  The  following  day  she 
became  excited,  commenced  to  talk  about  religion,  said 
that  the  devil  was  in  her  husband,  and  that  she  would 
knock  it  out  of  him,  and  struck  him  several  times.  She 
screamed  and  prayed  loudly  and  could  not  be  restrained. 

Case  II. — On  June  2,  1904,  a  well  developed  woman 
27  years  of  age,  was  admitted  with  fracture  of  the  second 
and  third  rib  on  the  left  side,  and  possibly  fracture  of  the 
fourth  rib  on  the  same  side;  with  separation  of  the  fourth 
rib  and  possibly  fifth  rib  from  the  sternum,  on  the  same 
side.  She  was  admitted  on  a  stretcher,  apparently  under 
the  influence  of  a  sedative;  was  suspicious  and  restless, 
begged  not  to  be  injured,  and  complained  of  being  dizzy; 
her  attention  was  variable;  there  was  no  distractibilitv  or 
flight;  her  sensorium  was  hazy.  She  was  approximately 
oriented  as  to  place  and  person,  but  time  orientation  was 
defective;  she  frequently  complained  of  inability  to  remem- 
ber; her  grasp  on  the  immediate  past  showed  marked 
defect;  her  grasp  on  the  remote  past  seemed  to  be 
unimpaired ;  her  grasp  on  school  and  general  experience 
appeared  to  be  in  harmony  with  her  education.  She  made 
little  or  no  effort  to  recall  names  or  numbers;  she  appar- 
ently showed  some  insight;  her  mental  attitude  showed  a 
mixture  of  tearfulness,  episodes  of  great  fear  and  anxiety 
with  terrifying  hallucinations  and  delusions  of  fear.  She 
heard  that  her  husband  was  dead,  and  complained  that  the 
nurses  in  the  other  place  threw  themselves  upon  and  tied 
her  up  and  wanted  to  give  her  "a  black  bottle".  She 
heard  them  say  her  husband  was  dead.  She  is  afraid  be- 
cause she  imagines  she  is  going  to  be  killed,  claiming  she 
has  seen  them  taking  bags  by  this  place,  that  had  dead 
bodies  in  them.  (In  reality  these  were  bags  of  clothing.) 
She  heard  the  gang  say  on  the  boat  that  her  husband  was 
going  to  be  killed,  and  when  she  was  in  the  other  place, 
she  heard  them  say  she  was  going  to  be  burned  up.  Be- 
fore she  left  home  she  saw  funny  faces ;  she  saw  all  the  fel- 
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lows  on  the  boat;  she  thought  they  were  on  the  wall;  their 
shadows  seemed  to  come  out  of  the  wall;  admits  hearing 
voices  that  were  "awful  nice"  to  her.  Several  times  she 
complained  that  the  physician  was  trying  to  hypnotize  her. 
She  frequently  showed  great  anxiety  and  fear  during  the 
examination.  She  would  start  up  at  the  slightest  sound; 
and  she  misinterpreted  what  was  said,  referring  it  to 
herself. 

June  3d,  she  was  restless  during  the  night,  crying  out 
in  fear  and  reacting  to  hallucinations.  During  the  day 
she  was  quiet  and  when  visited  by  her  husband  expressed 
pleasure  at  seeing  him  alive,  saying,  "I  know  now  that 
you  are  safe.    I  thought  you  were  dead." 

june  4th,  temperature  100  -ioic;  cough  and  pain  in  the 
chest;  examination  showed  effusion  into  the  pleural  cav- 
itv;  fracture  of  several  ribs;  was  resistive  and  insisted  on 
going  to  Roosevelt  Hospital;  plaster  of  Paris  jacket  was 
applied  to  the  chest. 

June  6th,  commenced  to  talk  in  a  rapid,  rambling  dis- 
connected manner  and  to  sing;  paid  no  attention  whatever 
to  questions;  complained  of  being  tortured  and  demanded 
to  be  taken  away. 

June  14th,  temperature  has  reached  normal;  was  quiet 
and  agreeable  and  free  from  delusions  or  hallucinations; 
expressed  regret  for  her  former  conduct,  excusing  herself 
by  saying  that  she  was  out  of  her  head,  and  didn't  know 
what  she  was  doing.  Gave  a  clear  and  connected  account 
of  the  onset  of  the  psychosis.  The  pleuritic  condition  had 
disappeared  and  the  fractures  of  the  ribs  were  healing 
nicely.  Stated  that  she  did  not  have  any  hallucinations 
until  she  received  the  medicine  at  Bellevue  Hospital,  and 
that  she  did  not  understand  why  she  was  detained  there 
and  for  that  reason  she  became  suspicious. 

filly  1  st,  discharged,  recovery  complete. 

Diagnosis:  Infective- Exhaustive  Psychosis,  Delirious 
Type. 

Re  admitted  December  30th,  1906,  age  29. 
Husband  states  that  she  was  quite  well  when  she  went 
home,  and  that  she  presented  no  mental  symptoms  until 
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the  onset  of  the  present  psychosis,  which  followed  the  birth 
of  fourth  child.  The  labor  was  uneventful.  She  left  her 
bed  on  the  8th  day  and  did  her  work  around  the  house. 
She  lost  sleep  on  account  of  the  baby's  being  irritable, 
worried  and  became  nervous  when  her  first  child  developed 
diphtheria.  About  the  tenth  day  she  became  excited. 
Said  that  she  feared  that  her'  first  child  would  die,  and 
thought  that  her  husband's  soul  would  be  condemned  be- 
cause he  would  not  go  to  confession,  and  thought  that  her 
child's  life  must  be  sacrificed  in  order  to  save  him.  She 
prayed,  denounced  the  devil,  and  talked  of  dying  for  Jesus. 
She  shouted  and  was  very  restless. 

December  26th,  1907.  At  Bellevue  Hospital  was  ex- 
tremely excitable  and  restless;  struck  her  head  against 
the  wall.  Talked  and  shouted  at  the  top  of  her  voice,  call- 
ing upon  God  and  condemning  her  husband.  She  was  as- 
saultive and  resistive.  She  said,  shrieking,  "J.  M.  J.,  I 
renounce  because  my  husband  sinned — all  for  me." 

On  admission,  she  appeared  well  developed,  and  her 
temperature,  pulse  and  respiration  normal.  She  was  ex- 
cited and  restless,  shouted,  kicked  and  struck.  Stated 
that  after  the  birth  of  her  second  child  she  had  an  attack 
of  nervousness,  and  that  she  was  sent  here  from  Bellevue 
Hospital.  Gave  an  account  of  the  birth  of  present  child, 
and  being  worried  on  account  of  the  elder  one's  having 
diphtheria.  She  was  so  excited  that  a  sedative  was  given 
her. 

The  next  morning  she  was  quiet  and  cheerful  and 
answered  questions.  Was  oriented  for  time,  place  and 
person,  and  recognized  the  identity  of  those  around  her. 
Personal  data  were  given  without  any  discrepancy.  She 
recalled  the  events  connected  with  the  labor,  and  with 
her  being  in  Bellevue  Hospital,  but  she  said  that  the 
next  thing  she  knew  was  that  she  "woke  up  here  ".  Her 
grasp  was  probably  in  harmony  with  her  education.  She 
showed  some  insight.  She  was  excited  and  prayed 
loudly  saying  "save  my  husband  from  hell;  take  me  and 
his  two  children.  Get  me  one  of  my  children.  I  want  to 
kill  it  for  the  salvation  of  his  soul."    Complained  of  her 
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treatment,  saying,  "it  is  a  shame  the  way  people  are 
treated  here,  throwing  bodies  down  every  night".  She 
said  that  everywhere  she  goes  they  throw  chloroform  on 
her.    Refused  food. 

In  January  said  there  was  a  man  here  who  said  he  was 
her  husband,  but  did  not  look  like  him.  Claimed  that 
the  doctor  must  have  "doped"  her;  pulled  off  her  night 
gown;  sang  rhymes;  was  irrelevant;  showed  mild  visual 
distractibility  and  also  word  association.  In  March,  sang, 
rhymed,  showed  word  association,  continued  restless.  In 
June  became  quieter.  November,  1907,  still  in  Hospital; 
shows  considerable  improvement. 

Case  III. — L.  Z.  Childbirth  bringing  on  a  second 
attack  of  insanity.  Admitted  to  Rochester  State  Hospi- 
tal, November  22d,  1901;  age  22;  single.  Patient  was 
healthy  until  the  onset  of  the  present  trouble.  Six  weeks 
previous  to  commitment  she  worried  a  great  deal  on 
account  of  her  sister's  illness.  She  was  frightened  by  a 
cat  springing  out  of  the  bed  at  her;  said  it  was  the  spirit' 
of  her  mother.  From  that  time  she  was  dull,  refused  to 
speak,  and  at  times  was  apathetic. 

On  admission  refused  to  answer  questions ;  had  periods 
when  she  would  cry  and  scream  and  assault  the  other 
patients.  After  being  in  the  hospital  for  a  week  began 
to  improve  slowly  and  assisted  with  the  ward  work.  At 
times  she  would  have  periods  of  excitement  during  which 
she  would  tear  her  clothes  and  the  bed  clothing,  and 
would  scream  and  cry  at  the  top  of  her  voice  and  want  to 
go  home.  She  improved  rapidly  and  was  discharged 
March  3d,  1902. 

Second  admission  to  Rochester  State  Hospital  June 
10th,  1903.  In  the  interval  the  father  stated  the  patient 
progressed  fairly  well,  but  that  she  began  to  get  erratic 
and  restless  about  three  weeks  ago.  Four  days  before  the 
second  admission  the  nurses  noticed  while  on  a  visit  to  the 
hospital  that  she  was  restless  and  elated.  While  at  home 
two  days  previous  to  admission  she  became  maniacal. 

On  the  second  admission  she  was  excitable,  expressed 
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delusions  of  grandeur  and  production  and  was  obscene. 
For  the  first  five  months  she  improved  but  little,  and  was 
assaultive,  noisy  and  filthy  in  her  habits.  The  following 
three  months  she  improved  slowly,  and  about  September 
ist  suddenly  became  very  quiet  and  helped  with  the  work. 
She  was  discharged  on  parole  October  19th,  1903,  and 
recovered. 

Admitted  to  Manhattan  State  Hospital  April  nth,  1907, 
age  29.  We  have  no  information  regarding  the  patient's 
condition  in  the  interval  since  last  admission  further  back 
than  two  years  ago.  Her  husband  states  that  since  he 
has  known  her  (two  years)  she  has  been  bright,  cheerful, 
good-natured  and  healthy.  Before  her  marriage  she  was 
employed  in  a  clothing  shop  and  gave  good  satisfaction. 
He  married  her  on  June  10th,  1906. 

Psychosis :  March  16th,  1907,  she  gave  birth  to  a  child; 
labor  was  easy.  For  three  weeks  after  the  birth  of  the 
child  she  could  not  sleep  well;  showed  no  symptoms 
until  April  4th  when  she  accused  her  husband  of  being 
false;  showed  an  aversion  toward  him,  and  said  that  she 
liked  her  brother-in-law  better.  On  the  2 2d  day  she 
became  very  excited  and  profane,  and  stated  she  wanted 
to  return  to  Rochester  State  Hospital. 

April  8th,  1907,  at  Bellevue  Hospital  was  restless,  ex- 
cited, talked  in  a  loud,  dictatorial,  domineering  tone;  was 
profane,  obscene  and  abusive;  she  frequently  showed 
some  incoherence,  and  made  isolated  and  disconnected 
remarks.  She  had  ill-defined  delusions  which  dominated 
her  conduct;  she  often  mistook  the  identity  of  those 
around  her.  The  following  is  a  sample  of  her  produc- 
tion: "You  are  my  aunt — well,  I  can't  stand  this  no 
longer — it  is  hell  and  damnation — I  will  know  a  thing  or 
two  yet — she  is  my  mother — she  wore  an  ear  trumpet — 
I  know  a  thing  or  two — can  I  keep  it — I  am  going  to 
telephone  to  a  neighbor  lady  about  my  baby — I  ain't  going 
to  stand  for  this  no  longer." 

On  admission  April  n,  1907,  she  appeared  as  a  tall, 
well  developed  Jewess,  without  any  evidence  of  physical 
disease. 


158 


Patient  was  in  a  state  of  excitement;  her  production- 
was  rambling-  and  flighty;  she  was  inclined  to  be  boister- 
ous, violent  and  assaultive.  At  times  she  would  talk  and 
would  be  directed  by  questions.  Production  in  general 
was  obscene,  vulgar  and  abusive.  Sample  of  spontaneity : 
"I  know  who  shot  McKinley,  Emma  Goldman  shot 
McKinley.  I  was  at  the  Pan-American.  Good  things 
come  in  little  packages.  That's  all.  (Sings  '  my  mother 
was  a  lady').  I  don't  sell  my  songs  twice.  Where  is  your 
brother  ?    You  lie.    Where  is  your  sister  Dora?  " 

She  readily  accepts  any  suggestions  in  the  line  of  per- 
secutions and  elaborates  upon  them.  She  knows  the 
month,  the  year  and  place,  and  spontaneously  states  that 
she  was  in  Rochester  State  Hospital,  and  that  she  ran 
away  because  she  did  not  like  it.  Her  memory  and  grasp 
do  not  seem  to  be  impaired. 

Dementia  Prcecox :  In  this  group  we  have  eight  cases, 
six  of  which  presented  certain  features  which  seemed  to 
justify  their  being  placed  in  the  Allied  to  Dementia 
Praecox  Group.  These  six  recovered  with  complete  in- 
sight. Their  average  stay  in  the  hospital  was  five  months 
and  twenty-seven  days.  Two  cases  were  of  the  deterio- 
rating type.  One  doubtless  has  been  slowly  deteriorating 
for  some  time  previous  to  admission,  but  the  anamnesis 
from  the  husband  is  to  the  contrary.  He  himself  was  of 
a  low  mental  grade  and  no  doubt  failed  to  observe  any 
change  in  his  wife.  This  initial  examination  showed  con- 
siderable deterioration  in  the  various  fields. 

The  other  case  of  deteriorating  type  is  of  interest  from 
the  fact  that  the  diagnosis  on  admission  was  "infective- 
exhaustive  psychosis  with  manic  traits."  This  diagnosis, 
in  view  of  the  subsequent  history  of  the  case,  will  require 
revision. 

M.  S.  Age  23;  first  child;  temperate;  no  peculiarities 
before  the  present  trouble ;  no  heredity.  The  labor  was 
normal.  Three  weeks  later  abscess  of  the  right  breast 
developed.  A  few  days  later  she  became  restless  and 
excited  and  was  removed  to  Bellevue  Hospital  where, 
after  a  week,  she  was  discharged  at  the  insistence  of  her 
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husband.  While  at  home  began  to  act  queerly,  started  to 
go  to  New  Jersey  clothed  in  a  wrapper  and  with  five  cents 
in  her  pocket.  Would  not  eat  or  drink,  saying  that  every- 
thing was  poisoned;  thought  that  her  furniture  was  taken 
from  the  house,  and  talked  about  the  family  being  dead. 
All  night  she  kept  coiling  her  hair  about  her  fingers;  later 
became  excited  and  beat  her  brother  over  the  head  with  a 
stick  and  called  her  husband  and  brothers  robbers. 

At  Bellevue  Hospital  said:  "Oh,  dear,  dear,  I  don't 
know  how  the  hospital  authorities  got  robbed !  The 
doctors  all  in  my  house  were  robbed !  I  know  it !  Oh, 
doctor,  doctor,  what  is  my  name?  I  don't  know,  I  have 
no  name." 

On  admission  she  was  extremely  agitated,  restless, 
depressed  and  moaning  in  a  state  of  fear  of  bodily  harm. 
Her  expression  was  one  of  extreme  anxiety.  She  re- 
peated the  same  phrase  over  and  over  again,  "What  will 
I  do,  oh  dear,  dear!"  Her  attention  could  not  be  held 
and  she  would  not  comply  with  requests.  She  fre- 
quently picked  up  words  heard  in  the  ward  and  while  the 
nurse  was  telephoning.  The  following  is  a  sample  of  her 
spontaneity: 

"Oh,  they  are  going  to  kill  me!  Oh,  they  did  not  give 
me  anything  to  eat!  Oh,  they  are  knocking  at  the  door, 
(as  somebody  knocks).  No,  it  ain't  Hannah  (hearing 
someone  calling  Hannah).  Why  can't  I  get  out  of  here? 
Oh,  they  are  hollering  now  (hearing  noises  outside).  Oh, 
what  will  I  do,  what  will  I  do?" 

When  asked  how  she  felt,  replied,  "1  feel  with  my 
fingers."  The  source  of  her  morbid  fears  could  not  be 
ascertained.    She  refused  to  co-operate  in  the  examination. 

At  this  time  when  presented  at  staff  meeting  the  diag- 
nosis, infective-exhaustive  psychosis  with  manic  traits, 
was  made. 

For  a  few  days  she  continued  distractible  and  restless 
requiring  the  constant  care  of  the  nurses.  Said:  "Why 
are  we  here  all  dead?  See  that  witches!  Wrhat  does  it 
come  for?  We  are  all  dead,  ain't  we?  Where  are  we  now? 
Are  we  all  dead  on  Wards  Island?    Oh  see  them  taking 
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away  the  dirty  sheets."  About  two  weeks  after  admission 
commenced  to  repeat  certain  phrases  over  and  over  again; 
for  example:  "I  want  a  pie;  I  want  a  piece  of  pie. 
Give  me  some  candy;  give  me  a  box  of  candy." 
Attempted  to  get  out  of  bed  and  wandered  about  the  ward 
without  any  definite  purpose.  Was  destructive  and  when 
visited  by  her  husband  turned  her  back  on  him  and 
denied  that  he  was  her  husband.  She  still  showed  dis- 
tractibility  and  her  attention  could  not  be  held. 

At  the  end  of  two  weeks  she  ceased  to  comment  on  the 
movements  of  those  about  her,  but  would  pick  up  words 
without  commenting  on  them.  She  required  spoon  feed- 
ing. She  became  less  noisy,  smeared  herself  with  feces, 
practiced  masturbation,  and  spoke  in  drawling  voice. 
When  addressed  she  would  stare  blankly  with  her  mouth, 
open  and  make  no  reply.  Became  mute,  though  at  times 
would  mutter  to  herself;  lay  in  constrained  posture  and 
stared  blankly  around  her;  when  interfered  with  was  a 
little  resistive;  at  night  repeated  over  and  over  again 
in  a  whining  tone,  "  Get  in  line  for  breakfast;  I  want  my 
dinner."  Continued  inactive.  At  the  present  time  there 
is  no  change  in  her  condition. 

Alcoholic  Psychosis:  S.  F.  Age  25;  born  in  Ireland; 
primipara;  temperate  until  the  onset  of  the  present 
trouble. 

The  labor  was  normal,  and  the  patient  apparently  pre- 
sented no  mental  symptoms  until  the  third  week.  She 
admitted  taking  several  glasses  of  beer,  two  whiskies  and 
two  milk  punches  a  day  since  the  child  was  born. 

The  psychosis  developed  rather  suddenly;  she  had 
various  depressive  and  fearful  delusions,  which  were 
largely  based  on  the  most  vivid  auditory  and  visual  hallu- 
cinations, and  which  caused  her  restlessness,  anxiety, 
apprehension  and  self-condemnation.  The  following  is  a 
sample  of  her  spontaneity:  "  I  hear  everyone  in  hell  call- 
ing me;  they  are  waiting  for  me;  knocking,  calling  and. 
jeering.  They  say  that  death  is  following  me ;  the  voice  of 
a  saint;  I  imagined  that  I  died  last  night ;  I  hear  the  laugh- 
ing and  the  sneering  of  people  dead  long  ago;  the  deviL 
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is  mad  because  I  beat  him  out  of  the  house  with  the  beads ; 
he  looked  something  like  a  snake  or  dog."  She  was  cor- 
rectly oriented  for  time,  place  and  person;  grasp  so  far  as- 
it  was  tested  was  not  found  to  be  defective;  she  persisted 
in  saying  that  the  voices  were  real  and  that  she  was  not- 
insane. 

She  continued  depressed  and  apprehensive  and  reacted 
to  hallucinations  for  two  months,  then  gradually  cleared 
up  with  good  insight.  Was  discharged  after  five  months' 
and  twenty  days'  stay. 

Epileptic  Psychosis:  K.  D.  Age  23;  primipara;  hered- 
ity denied.  The  patient  is  the  eldest  of  six  children,  none 
of  them  showing  neuropathic  tendencies;  habits  tem- 
perate. 

Since  early  life  the  patient  has  had  epileptic  convul- 
sions; in  late  years  would  have  them  at  intervals  of  one 
to  three  years ;  during  this  pregnancy  they  became  more 
frequent,  often  recurring  after  one,  two  or  three  weeks 
intervals.  A  week  before  the  child  was  born  she  had  a 
convulsion  and  also  on  the  day  after  the  labor. 

About  five  days  after  the  child's  birth,  she  refused  food 
and  medicine ;  would  not  speak  and  waved  her  hands  about 
in  a  peculiar  manner. 

At  Bellevue  Hospital  repeated  expressions  like,  11 1 
would  not  change  the  world;  it  is  different,"  over  and 
over  again;  she  was  restless,  excited  and  confused;  threw 
herself  around  in  a  purposeless  fashion;  her  attention 
could  only  be  held  momentarily;  mistakes  the  identity  of 
persons  and  resists  care  and  attention. 

On  admission  she  was  found  to  be  in  poor  physical  con- 
dition and  deficiently  nourished.  She  was  irritable  and 
inaccessible  and  inclined  to  be  resistive  and  negativistic; 
usually  replying,  "I  don't  care  and  I  don't  want  to 
know."  Delusions  and  hallucinations  were  not  brought 
out  here.  She  was  practically  inaccessible  to  routine 
examination. 

June  30th  she  had  an  epileptic  convulsion.  In  a  few 
days  she  improved  rapidly;  became  more  communicative ; 
her  orientation  was  found  to  be  correct;  mental  examina- 
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tion  showed  no  deterioration;  she  denied  ever  having 
hallucinations  or  delusions. 

During  her  stay  she  had  two  further  convulsions  which 
were  not  preceded  by  aura.  After  forty-three  days'  stay 
she  was  discharged  completely  recovered,  her  physical 
condition  having  improved  greatly.  She  did  not  show 
any  episodes  after  the  convulsive  attacks. 

Depression  not  Sufficiently  Differentiated :  E.  S.  Ad- 
mitted February  7th,  1906;  age  40;  quartipara;  family 
history  negative ;  temperate.  The  patient  is  an  emaciated 
woman  with  a  double  murmur  at  mitral  area;  tempera- 
ture, respiration  and  pulse  normal. 

Of  late  had  trouble  with  her  heart  and  nerves;  had  con- 
siderable difficulty  in  meeting  the  household  expenses  on 
what  her  husband  gave  her.  After  the  birth  of  last  child 
her  nervousness  increased.  She  did  not  sleep  and 
became  tired  and  exhausted.  Labor  normal,  but  she  lost 
considerable  blood.  She  became  depressed  and  gloomy; 
worried  more  about  the  household  affairs.  She  felt  the 
world  seemed  changed,  although  she  would  never  be  the 
same.  Did  not  care  to  eat,  saying,  "What  is  the  use 
of  eating  ?  I  will  only  live  to  get  up  to-morrow  and  do 
the  same  thing  over  again."  Her  memory  was  defective 
in  spots.  She  thought  that  something  had  happened  to 
her  that  made  her  past  and  future  a  blank  and  could  not 
understand  why  her  mind  had  been  taken  away  from  her. 
At  times  appeared  as  if  lost  in  meditation.  Asked  to  go 
to  Bellevue  Hospital. 

On  admission  she  was  quiet  and  compliant,  and  gave  a 
clear  account  of  herself  and  her  present  condition.  She 
is  sad  and  her  lips  are  tightly  drawn  as  if  suffering  from 
anguish.  Is  not  spontaneously  productive.  Complains 
of  queer  sensations  around  her  heart.  She  would  not  lie 
down  as  she  feared  something  was  choking  her.  She 
could  feel  her  heart  beat  against  her  chest.  Her  stomach 
seemed  to  be  sore.  Her  memory,  grasp  and  insight  were 
good. 

Her  husband  said  that  eight  years  ago  she  fell  across  a 
chair  and  hurt  herself  in  the  stomach.    For  six  or  seven 
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months  after  this  said  her  food  went  only  a  certain  dis- 
tance toward  her  stomach,  so  it  did  her  no  good.  Never 
mentioned  this  afterward.  During  her  stay  here  con- 
tinued depressed;  at  times  sobs,  saying,  "I  want  to  see 
my  children.'1  Admits  feeling  of  inadequacy  and  feels 
keenly  her  stay  here. 

She  rapidly  recovered  with  good  insight  into  her  de- 
pressive ideas  and  attributed  her  troubles  to  overwork  and 
worry. 

Two  months  and  fourteen  days  later  she  was  discharged 
recovered. 

Prognosis:  Of  the  56  cases,  thus  far  33  recovered  com- 
pletely, 5  died,  3  were  transferred  to  private  institutions 
or  deported,  2  have  deteriorated,  and  2  others  were  placed 
in  the  Allied  to  Dementia  Praecox  Group,  with  prognosis 
doubtful.  The  prospect  for  the  recovery  of  the  remaining 
10  is  good.  The  cases  that  developed  mental  symptoms 
after  labor  offer  a  better  prognosis  than  those  developing 
during  pregnancy  or  during  lactation.  The  cases  may 
recover  or  die  from  exhaustion,  or  some  intermittent  dis- 
ease, or  go  on  to  deterioration. 

Dr.  Kirbv:  While  in  recent  times  it  has  been  gener- 
ally conceded  that  there  is  no  special  form  of  psychosis  to 
be  identified  with  the  puerperal  state  or  to  originate  out  of 
the  puerperal  period  it  is  still  claimed  that  this  state  gives 
certain  psychoses  peculiar  features.  I  think  Dr.  Garvin's 
review  shows  that  this  is  perhaps  true  for  the  manic- 
depressive  group,  where  there  is  apt  to  be  a  delirium  as 
the  initial  phase  of  the  psychosis.  I  was  rather  surprised 
not  to  hear  Dr.  Garvin  discuss  the  type  of  case  which  we 
have  met  rather  frequently  in  our  material,  namely,  the 
stuporous  conditions  which  develop  after  or  during  the 
puerperal  period.  We  have  seen  quite  a  number  of  these 
cases  presenting  a  fairly  characteristic  picture  of  the  cata- 
tonic stupor,  but  running  almost  invariably  a  favorable 
course.  Dr.  Garvin's  figures  show  a  very  low  percentage 
of  dementia  praecox  cases.  Out  of  the  whole  fifty-six 
cases  there  are,  I  think,  only  eight  cases  which  come  into 
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the  dementia  praecox  group  or  the  allied  group  and  only- 
two  have  deteriorated.  To  me  it  is  quite  surprising  there 
should  be  such  a  low  number  of  deteriorations.  It  has 
been  held  by  several  observers  that  the  puerperal  psychoses 
are  very  apt  to  take  on  the  form  of  the  catatonic  excite- 
ment, but  that  does  not  seem  to  have  been  borne  out  by 
Dr.  Garvin's  investigation. 

Dr.  Garvin:  In  the  group  allied  to  dementia  praecox, 
a  number  showed  more  or  less  stuporous  symptoms  with 
inaccessibility,  and  they  were  put  in  the  allied  to  demen- 
tia praecox  group,  rather  than  separated  in  a  distinct  class 
as  stuporous  states.  I  would  like  to  say  also  that  the  re- 
markable prognoses  in  the  56  cases  differ  so  much 
from  the  figures  given  by  the  different  authors  that  prob- 
ably it  would  be  better  for  me  to  explain  a  little  more  fully 
the  method  by  which  I  selected  these  cases.  All  those 
cases  which  presented  symptoms  of  insanity  before  con- 
finement were  rejected.  All  those  cases  that  presented 
symptoms  during  the  lactation  period  were  also  rejected, 
so  there  were  taken  comparatively  less  than  one-third  of 
the  cases  that  occurred  in  either  of  the  three  periods, 
pregnancy,  after  labor,  or  lactation.  Now  that  small  group 
in  between  the  pregnancy  and  lacation  period  seems  to 
offer  the  best  prognosis,  especially  in  those  cases  where 
they  show  no  previous  mental  symptoms.  In  going  over 
the  cases  which  have  shown  mental  symptoms,  it  is  surpris- 
ing to  find  how  many  are  really  manic  cases,  and  so  few  are 
dementia  praecox  cases,  and  that  explains  the  high  per- 
centage of  recoveries  we  have  in  this  group.  I  think  that 
Dr.  Washburn  when  he  reads  his  paper  will  show  that  the 
dementia  praecox  group  in  pregnancy  forms  quite  a  large 
percentage  of  the  cases  connected  with  this  condition. 
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REVIEW  OF  THE  CASES  OF  CHILDBIRTH  OCCURRING 
IN  THE  HOSPITAL  SINCE  MARCH,  1901. 

By  Dr.  J.  L.  Washburn, 
Manhattan  State  Hospital. 

The  total  number  of  cases  for  this  period  of  about  six 
and  one-half  years  was  46,  20  of  which  occurred  within  the 
24th  month  just  past,  making-  an  average  of  nearly  one 
per  month  for  this  period. 

Of  this  entire  number  8  were  discharged  recovered,  16 
as  improved,  2  unimproved,  6  died  and  15  still  remain  in 
the  Hospital.  Of  the  8  recoveries,  3  were  Manic-Depress- 
ive cases  of  the  depressed  type;  two  were  undifferentiated 
depressions;  two  were  cases  of  Exhaustive  Delirium  and 
one  a  case  of  epileptic  psychosis.  Those  discharged  im- 
proved were  almost  entirely  of  deteriorating  or  constitu- 
tional type.  The  deaths  were  of  two  paretics,  3  deteriora- 
ting states  with  tuberculosis  and  one  exhaustive  delirium. 

Of  the  15  cases  still  remaining-  in  the  hospital  all  are  of 
Dementia  Prsecox,  except  two  constitutional  states,  one 
paranoic  state  and  one  paresis. 

Of  the  46  cases,  23,  or  just  50$  of  the  psychoses,  made 
their  appearance  during  the  period  of  gestation  and  were 
classified  as  follows : 

11  Dementia  Prsecox,  of  which  7  were  discharged 
improved. 

4  Manic-Depressive,  of  which  3  recovered  and  one 
improved. 
One  Epileptic  Psychosis  recovered. 
One  Paranoic  Condition  unimproved. 

Of  the  remaining  23  cases  in  which  the  pregnancy  was 
incidental  to  the  course  of  the  psychosis,  15  were  Praecox 
cases,  3  cases  of  Constitutional  Inferiority  and  3  Paretics, 
and  of  this  total  number  only  7  were  discharged  improved. 

In  the  group  of  23  cases  in  which  the  psychosis  ap- 
peared during  gestation,  10  were  primiparae;  4  in  their 
2d  pregnancy;  two  in  their  3d;  3  in  their  4th  and  one 
each  during  the  seventh,  eighth,  eleventh  and  thirteenth 
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pregnancies.  The  month  in  which  the  psychosis  appeared 
in  this  group  is  of  special  interest.  It  is  first  noted  in  3 
cases  prior  to  the  third  month.  All  were  of  the  deteriora- 
ting type,  and  only  one  improved  sufficiently  for  discharge. 

During  the  3d  month,  the  onset  of  9  psychoses  was 
noted,  all  but  one  of  which  recovered  or  improved  suffi- 
ciently for  their  discharge.  Of  these  9  cases  6  were 
of  the  recoverable  type;  3  manics  of  depressive  type;  two 
simple  depressions  and  one  exhaustive  delirium.  The  re- 
maining 3  were  of  the  deteriorating  type,  two  of  whom 
improved  sufficiently  for  discharge,  and  one  each  of  Manic- 
Depressive  and  Simple  Depression,  who  recovered. 

The  eighth  month  witnessed  4  upsets,  two  of  exhaustive 
delirium,  one  of  manic-depressive  and  one  of  epileptic 
psychosis,  all  of  whom  recovered. 

As  to  the  civil  state,  15  or  over  30^  were  unmarried 
and  of  this  number  the  psychosis  occurred  during  the 
period  of  gestation  in  6  and  in  each  the  illegitimacy  of  the 
pregnancy  was  the  chief  etiological  factor.  These  cases 
consisted  of  two  manic-depressives,  one  Simple  Depres- 
sion, all  of  whom  recovered,  and  two  Praecox  types,  one  of 
which  apparently  recovered  and  the  other  greatly  im- 
proved and  both  were  discharged. 

In  all  20  primiparae  were  delivered,  14  of  whom  were 
unmarried.  They  were  divided  almost  equally  between 
the  recoverable  and  the  deteriorating  types.  And  of  those 
one  died,  two  remained,  and  17  recovered  or  improved 
sufficiently  for  discharge. 

Regarding  the  habits,  only  two  were  excessively  alco- 
holic, one  being  a  Paranoid  Praecox,  still  here,  and  the 
other  a  paretic,  now  dead. 

The  nativity  of  the  patients  showed  that  12  were  born 
in  the  United  States,  10  in  Ireland,  8  in  Russia,  5  in 
Hungary,  two  in  Italy,  while  Poland,  Austria  and  Switz- 
erland contributed  one  each. 

The  labors  which  were  in  the  majority  of  the  cases 
normal  were  marked  by  extreme  excitement  in  5  cases. 
Three  cases  had  distressing  cardiac  symptoms,  one  of 
which  required  the  induction  of  premature  delivery. 
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There  was  one  accidental  hemorrhage  which  required 
manual  dilatation,  version  and  delivery. 

One  of  the  paretic  cases  developed  convulsions  which 
became  more  frequent  during  the  week  preceding  the 
labor,  being  nearly  constant  during  and  following  the 
delivery  until  death  occurred  two  days  later.  The  child 
died,  age  n  days,  at  Randall's  Island  following  convul- 
sions which  continued  for  24  hours. 

But  one  pair  of  twins  was  forthcoming;  3  babies  died 
previous  to  their  transfer  from  this  Hospital.  There  was 
only  one  case  of  puerperal  sepsis  and  in  this  case  a  tem- 
perature of  109'  was  reached,  the  patient  making  good 
recovery. 

The  sex  of  the  offspring  was  interesting  from  the  pre- 
ponderance of  the  females,  of  which  there  were  29  as 
against  18  males. 

In  only  6  cases  was  the  physical  state  of  the  patient 
markedly  below  par.  Three  of  these  embraced  the  ex- 
haustive delirium,  two  of  whom  recovered  and  one  died. 

Four  cases  had  recoverd  from  previous  attacks,  one  of 
whom  was  evidently  a  Constitutional  Inferiority  with  epi- 
sodes of  excitement,  another  an  instance  of  Dementia 
Praecox  with  partial  remission,  while  the  remaining  two 
were  well  marked  manic  states. 

As  to  the  effect  of  the  labor  in  alleviation  of  mental 
symptoms,  there  were  two  cases  of  Manic-Depressed  type, 
two  Simple  Depressions  and  two  Exhaustive  Deliriums  in 
which  rapid  recovery  followed  labor,  while  there  were 
well  marked  remissions  in  4  cases  of  Dementia  Praecox, 
which  were  in  two  instances  termed  recoveries;  there  was 
also  an  instance  of  recovery  from  epileptic  psychosis. 

Little  of  value  can  be  obtained  from  such  a  limited 
series  of  cases,  but  attention  may  be  called  to  several 
interesting  features. 

Of  the  whole  series  of  46,  one-half  were  diagnosed  as 
Dementia  Praecox.  Of  this  number  11  were  discharged 
improved,  3  in  fact  being  recorded  as  recovered,  two  were 
discharged  as  unimproved  and  10  remain,  thus  bringing 
our  discharge  rate  of  this  group  well  over  50$,  not  one  of 
them  having  been  re-committed  to  this  Hospital. 
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The  primiparae  presented  the  most  favorable  outcome, 
13  being  discharged  recovered  or  improved,  with  4  deaths 
and  4  residents.  The  6  illegitimately  pregnant  whose 
psychoses  appeared  during  gestation,  and  all  of  whom 
recovered  are  included  in  this  number. 

The  multiparas  were  less  fortunate,  only  12  being  dis- 
charged with  3  deatns  and  10  residents,  the  percentage 
of  deteriorating  and  constitutional  states  being  about 
equal  in  these  two  groups. 

Depression  was  the  dominating  mental  state  and  in  only 
one  case  was  there  a  clear-cut  maniacal  complex.  In  no 
case  was  the  pre-existing  psychosis  exaggerated  to  any 
striking  degree,  but  on  the  contrary,  there  was  frequently 
a  more  or  less  marked  remission  in  the  deteriorating 
types,  usually  asserting  itself  from  one  to  three  months 
after  labor  and  gradually  progressing  until  condition  per- 
mitted of  discharge. 

In  conclusion  I  will  refer  briefly  to  one  case,  that  of  the 
Epileptic  Psychosis.  C.  F.  was  admitted  August  18,  1907, 
an  Italian  woman  aged  38,  who  resided  in  the  United 
States  10  years.  She  has  been  subject  to  epileptic  seiz- 
ures since  her  earliest  remembrance  and  until  long  after 
her  marriage  they  did  not  occur  oftener  than  3  or  4 
times  a  year.  There  was  a  vague  history  of  trauma  dur- 
ing infancy.  She  received  no  schooling,  was  married  at 
the  age  of  22  and  has  given  birth  to  9  children  previous 
to  admission,  only  3  of  whom  survived.  The  3  last  con- 
ceptions occurred  in  rapid  succession,  the  3  labors  being 
within  the  space  of  26  months. 

She  had  noted  during  each  later  gestation  an  increasing 
number  of  convulsions,  growing  irritability  and  anxiety, 
with  almost  complete  freedom  after  labor,  until  well 
along  in  the  next  pregnancy.  This  condition  was  exag- 
gerated in  the  10th  pregnancy  and  brought  her  into  this 
hospital. 

She  was  having  3  or  4  convulsions  daily,  was  extremely 
irritable  and  quick  tempered  and  unable  to  care  for  her 
home  as  formerly,  was  afraid  to  venture  out  for  fear  of 
falling  and  injuring  herself. 
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On  the  ioth  day  before  her  confinement  she  suddenly 
became  greatly  excited,  screaming-  and  weeping",  stated 
that  she  did  not  wish  to  do  any  harm,  but  was  afraid  she 
might  kill  some  one.  She  attempted  to  run  out  on  the  fire 
escape  and  was  admitted  to  Bellevue  Hospital.  There 
she  was  excited  and  restless,  screaming,  throwing  herself 
about  and  said  that  she  was  crazy,  spoke  of  killing  people; 
one  moment  was  irritable  and  assaultive,  the  next  moment 
was  smiling  and  kissing  the  hand  of  the  examiner;  said: 
"There  it  is  under  the  bed — I  saw  it  and  must  kill  it — 
I  don't  do  any  harm. — I  can't  help  it — am  I  crazy?" 

On  admission  she  was  quiet  and  well  conducted,  mildly 
depressed,  gave  a  fair  account  of  herself,  was  much  con- 
fused as  to  the  occurrences  for  the  few  days  preceding 
her  commitment;  was  unable  to  state  how  she  went  to 
Bellevue  Hospital,  or  the  length  of  her  residence  there, 
nor  could  she  describe  her  journey  here.  She  was  dis- 
oriented and  while  realizing  that  she  was  in  a  hospital, 
knew  nothing  of  its  nature,  name  or  locality.  She 
described  voices  that  sang  songs  to  her,  that  told  her  she 
was  sick  and  commanded  her  to  kill  everyone,  but  they 
were  not  present  at  the  time  of  the  examination.  Phys- 
ically, patient  was  fairly  well  nourished  and  developed; 
vital  organs  negative;  urine  negative;  nine  months 
pregnant. 

She  continued  mildly  depressed,  tearful,  uncommunica- 
tive and  dull,  groaned  much,  slept  and  ate  little.  Three 
days  after  admission,  patient  was  delivered  of  a  blue 
baby;  labor  was  normal.  After  12  hours  the  baby 
began  to  have  general  convulsions,  lasting  about  one 
minute,  with  frothing  at  the  mouth,  succeeded  by  a  stu- 
porous state  lasting  about  20  minutes.  These  ceased  as 
the  baby  became  weaker  and  he  died  after  40  hours. 
Autopsy  revealed  a  patulous  foramen  ovale  and  a  hemor- 
rhage which  had  broken  through  the  basilar  ganglion  into 
the  lateral  ventricles  and  passed  down  throughout  the 
ventrical  system. 

Patient  had  but  one  convulsion  while  a  resident  of  this 
Hospital  which  occurred  on  the  second  day  after  her  con- 
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finement  and  was  typically  epileptiform.  Her  mental  im- 
provement dated  immediately  from  her  delivery;  her  de- 
pression quickly  disappeared,  she  began  to  take  a  healthy 
interest  in  her  surroundings  and  her  native  volubility  re- 
turned. She  stated  that  she  had  felt  confused,  that  every- 
thing about  her  had  seemed  strange  and  different;  that  her. 
head  had  been  heavy  and  queer  and  she  was  angered  at 
everything  that  the  children  did  and  was  afterwards  very 
sad  because  her  condition  had  made  it  necessary  to  remove 
her  from  her  home.  This  condition  had  almost  completely 
disappeared  by  the  day  following  the  birth  of  her  child, 
when  she  again  felt  all  right. 

She  had  a  remarkably  clear  realization  of  her  upset,  al- 
though the  period  of  her  confusion  remained  indistinct  and 
she  could  remember  but  little  of  what  had  occurred  during 
it.  She  felt  that  her  psychosis  was  due  entirely  to  the  in- 
creasing number  of  epileptic  attacks  accompanying  the 
later  months  of  her  pregnancy  and  that  her  poor  physical 
state,  consequent  upon  her  frequent  childbirths  was  in  turn 
reflected  in  her  infants,  of  whom  the  last  died  shortly  after 
birth.  Both  she  and  her  husband  were  very  desirous  of 
advice,  or  if  necessary  interference,  that  would  prevent 
further  conception.  As  patient  tersely  stated  the  matter: 
"Ten  is  enough  anyway  and  I  don't  think  any  more 
would  live."  The  patient  was  visited  a  few  days  since  at 
her  home  where  she  appears  to  be  enjoying  the  best  of 
health  and  stated  that  she  had  had  only  one  convulsion 
which  occurred  a  few  days  after  leaving  this  Hospital. 

I  have  presented  this  case  more  fully  as  it  is  one  of  a 
class  which  we  are  frequently  meeting,  in  which  operative 
interference  is  at  least  worthy  of  our  consideration,  and  if 
later,  such  procedure  should  be  considered  beyond  the 
experimental  stage,  but  rather  to  be  strongly  urged,  ought 
it  not  to  be  performed  in  these  institutions,  where  the 
needs  of  such  patients  can  best  be  appreciated  and  minis- 
tered to? 

Dr.  Meyer:  The  cases  of  puerperal  insanity  are  in  one 
respect  most  interesting.  They  are  always  apt  to  be  pre- 
cipitated  suddenly.    The  puerperal  condition  naturally 
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being-  a  condition  with  many  opportunities  of  upset,  which 
develop  very  quickly  and  therefore  are  apt  to  bring  out 
even  very  suddenly  whatever  constitutional  peculiarities 
there  may  be.  In  the  number  of  cases  that  Dr.  Garvin 
described  there  are  relatively  few  who  have  had  a  positive 
demonstration  of  an  infectious  disorder.  I  should  like 
very  much  to  know  how  many  of  those  who  had  infections, 
abscesses,  perinephritis  and  nephritis  belong  to  the  deliri- 
ous group,  and  how  many  in  proportion  to  the  manic  types; 
also  whether  the  seven  cases  of  nephritis  mentioned  were 
incidental  to  infections;  moreover  what  the  relation  of 
those  cases  is  to  the  cases  with  heredity  and  constitu- 
tional peculiarity  on  the  one  side  and  those  without. 
Those  would  be  matters  of  considerable  interest,  because 
there  naturally  is  always  a,strong  and  justified  craving  in 
the  medical  mind  to  account  for  the  puerperal  psychosis 
by  some  somatic  origin,  without  sufficient  readiness  to  look 
for  the  facts.  I  think  that  in  quite  a  few  it  is  probable 
the  origin  could  be  demonstrated  conclusively.  The 
question  of  the  relative  proportion  of  the  weight  of  infec- 
tion is  certainly  a  very  important  one  to  balance  our  tem- 
porary tendency  to  look  very  strongly  for  psychogenic 
factors  underlying  the  outbreak  in  many  cases.  Perhaps 
Dr.  Garvin  will  tell  us  something. 

Dr.  Garvin  :  Of  the  9  nephritic  cases  one  suffered  from 
eclampsia;  5  of  the  8  accompanied  the  infective-exhaustive 
cases.  One  of  the  cases  accompanied  tuberculosis.  The 
paranephritic  abscess  was  in  the  infective-exhaustive 
group,  exhaustive  type.  Three  of  the  four  abscesses  of 
the  breast  were  in  the  infective  exhaustive  group,  and  one 
was  a  manic.  In  regard  to  the  heredity,  I  did  not  make 
any  note  with  reference  to  its  relation  to  each  type  of 
psychosis. 

Dr.  Meyer:  I  think  one  point  is  rather -striking,  that  in 
the  infective-exhaustive  psychosis  you  found  that  when  at- 
tention can  be  obtained  the  difficulty  of  grasp  is  not  es- 
pecially conspicuous.  It  is  a  point  well  worth  bearing  in 
mind,  because  we  come  across  a  good  many  cases  of  semi- 
delirious  psychoses  in  which  we  may  be  in  doubt  as  to  the 
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prognosis  and  relapse,  and  where  the  relative  preservation 
of  the  grasp  might  induce  us  prematurely  to  push  aside 
the  case  as  one  not  falling  into  the  amentia  group. 

Dr.  Washburn:  There  is  only  one  thing  I  care  to 
mention.  I  have  seen  quite  a  few  of  Dr.  Garvin's  cases, 
and  noted  the  rapid  recoveries  that  occur  as  soon  as  the 
infections  have  been  relieved.  This  case  of  perinephritic 
abscess  was  greatly  confused  and  practically  inaccessible  on 
admission,  and  there  was  some  difficulty  in  locating  the 
abscess.  vShe  was  punctured  several  times  before  we  fin- 
ally located  it,  and  took  out  about  20  ounces  of  pus,  and 
in  24  hours  her  improvement  was  marked.  She  left  the 
hospital  as  soon  as  the  wound  healed  about  two  weeks 
later.  This  was  one  of  the  most  remarkable  cases  I  ever 
saw.  She  seemed  to  recover  in  24  hours.  In  the  cases 
with  manic  symptoms,  no  such  rapid  recoveries  occurred. 

Dr.  Meyer:  I  think  we  have  reason  to  compliment 
those  who  prepared  these  reviews  for  their  interesting 
work,  and  it  is  very  much  to  be  welcomed  that  groups  of 
this  character  should  be  worked  up  in  various  hospitals 
and  presented  on  occasions  of  this  kind.  It  is  natural  that 
for  a  final  publication  many  of  us  would  be  greatly  inter- 
ested in  some  additional  abstracts  of  cases,  and  it  may 
be  well  for  those  who  have  made  the  reviews,  or  who  are 
going  to  make  them,  to  prepare  their  abstracts  so  that  in 
the  publication  they  might  be  included  as  an  appendix. 
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A  CASE   FOR  DIAGNOSIS. 
By  Dr.  Harold  W.  Wright. 

A.  M.  Jewess;  17  years  old;  was  admitted  July  11, 
•1907. 

Family  history  negative. 

Personal  history:  A  normal  child;  bright  in  school; 
sociable;  nothing  abnormal  in  early  history  until: 

Psychosis  :  Last  Christmas  while  attending  a  dancing 
school  she  came  under  the  influence  of  young  men  of  loose 
morals  who  seduced  the  girl.  After  this  incident  she  was 
sent  to  the  Magdalene  House.  There  the  mother  of 
patient  was  told  by  a  physician  that  the  girl  was  "crazy." 
However,  she  was  sent  home  after  two  months.  It  was 
noticed  at  this  time  that  she  was  very  talkative  and  rest- 
less. She  became  normal,  however,  in  a  few  days  and  re- 
mained well  for  three  weeks.  At  this  time  she  became 
"engaged"  through  the  mother's  influence  and  received 
her  suitor  agreeably.  Later  she  was  sent  to  the  City  Hos- 
pital for  pelvic  disease.  She  left  there  the  next  day  and 
before  getting  home  she  ran  across  some  of  her  former  im- 
moral companions.  Again  got  into  sexual  difficulties  and 
when  finally  brought  home  by  a  detective  she  was  unable 
to  give  a  clear  account  of  the  recent  past.  From  this  time 
she  became  excited  and  grandiose  in  her  talk,  sleepless, 
constantly  talking,  running  into  neighbors'  houses,  some- 
times singing  and  at  other  times  sad  and  thoughtful. 

When  admitted  here  she  was  spontaneously  produc- 
tive; showed  some  flight  in  her  talk,  with  a  little  distracti- 
bility,  neither  of  which  were,  however,  very  pronounced. 
She  was  very  erotic  in  her  manner.  She  gave  a  rambling, 
disconnected  account  of  the  recent  past  showing  some 
grandiose  ideas  during  her  recital. 

Her  orientation  and  grasp  were  very  good.  Physical 
examination  negative. 

During  her  residence  here  her  behavior  had  been  very 
variable  and  at  times  she  has  been  very  unruly,  showing 
some  anger  and  sullen  resentment  because  of  her  situation; 
then  suddenly  would  become  cheerful  and  jocular,  often 
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erotic.  At  times  has  affected  physical  weakness  and  com- 
plained much  without  sufficient  reason.  Sometimes  she 
has  received  her  visitors  pleasantly,  at  other  times  repulsed 
them. 

She  has  frequently  had  disgusting  dreams  and  once  told, 
of  a  dream-like  hallucinatory  experience,  e. .g.^  "Last 
night  I  heard  dead  voices— Washington — grandfather — 
my  father  that's  dead — I  looked  up  and  saw  a  picture  of 
these  people  through  my  eyes — they  called  to  me  and  said 
I  should  die  too — I  saw  that  man  who  kidnapped  me,  he 
seemed  to  be  swimming  by  the  bed — I  know  it  was  imag- 
ination, but  it  seemed  real  to  me." 

At  another  time  she  covered  her  face,  screamed  and  said 
there  were  strange  people  in  the  room  and  seemed  in  much 
fear.  She  later  screamed  angrily  with  much  abusive, 
profane  talk  almost  continuously  for  several  hours. 

After  becoming  quiet  she  became  mildly  elated  and  mis- 
chievous for  six  weeks,  giving  comparatively  very  little 
trouble,  running  about  and  collecting  trash,  when  opposed 
somewhat  resistive,  saying  nothing  when  questioned  and 
being  unable  to  apply  herself  to  any  set  task  because  of 
lack  of  attention. 

About  November  15th  she  appeared  to  be  convalescent 
and  almost  normal  save  for  a  little  sullenness  of  manner. 
vShe  received  her  visitors  pleasantly,  asked  for  those  at 
home  and  appeared  anxious  for  discharge. 

November  29,  1907.  Patient  was  put  to  bed  because  of 
sore  throat  and  temperature  of  99.5.  When  interviewed 
she  allowed  physician  to  look  at  throat  from  which  a  cul- 
ture was  obtained  (negative),  but  would  answer  no  ques- 
tions. Her  manner  showed  depression  and  physical  dis- 
comfort. She  remained  quiet  with  eyes  closed  all  day 
and  night  but  did  not  refuse  food. 

November  30th.  Temperature,  normal;  pulse,  60. 
Patient  remained  in  semi-stuporous  state,  refusing  to 
answer  questions,  but  offering  no  muscular  resistance  or 
rigidity;  her  facial  expression  was  that  of  contentment 
as  of  one  in  a  peaceful  sleep,  although  she  was  not  really 
asleep. 
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December  ist.  Temperature,  97.5  ;  pulse,  50-60:  respi- 
rations, 24.  Reacts  to  painful  stimuli,  scowling-  when  face 
is  pricked  and  while  she  is  being  discussed  with  another 
physician  it  is  noticed  that  she  smiles  in  a  self-conscious 
manner.     No  rigidity,  but  general  relaxation. 

December  2d.  Temperature,  98.6;  pulse,  50;  respira- 
tions, 26.  No  vomiting.  Refused  food.  Mute.  Very 
marked  rigidity  of  all  muscles  including  neck  especially, 
but  no  fixed  postures  or  catatonia.  Reacts  to  pin  pricks. 
Visual  fields  apparently  unrestricted;  pupils  normal  size, 
equal,  react  to  light ;  corneal  reflex  present.  Koenig's  sign 
or  K.  J.  can  not  be  elicited  because  of  extreme  general  rig- 
idity. Smiles  when  spoken  to  loudly,  but  will  not  reply. 
Wets  bedding.  No  apparent  pain  or  hyprsesthesia.  No 
vomiting.  Refused  food.  Will  not  comply  with  request 
to  show  tongue. 

December  3d.  Temperature,  98.6;  pulse,  66;  respira- 
tions, 24.  Patient  is  found  sitting  up  in  bed  in  a  rigid 
posture  with  eyes  half  closed  and  in  same  condition  as  pre- 
vious day  with  a  trifle  less  general  rigidity;  mute. 

Later  this  afternoon  patient  showed  some  interest  in 
her  surroundings,  looked  out  of  the  window  and  at  those 
entering  the  room.  Her  expression  is  apathetic,  but  did 
not  show  deep  depression  or  anxiety.  She  offered  active 
resistance  when  an  attempt  was  made  to  feel  her  pulse. 
When  asked  for  an  explanation  of  her  conduct  of  late  she 
would  not  reply  and  offered  no  remarks  spontaneously,  but 
when  asked  to  show  her  tongue  said  :  "I  can't. "  Ate  her 
dinner  without  urging. 

December  4th.  Brighter.  Will  not  comply  with  re- 
quests; says:  "Good  morning"  after  being  addressed.  Will 
not  explain  her  former  behavior.  Less  rigidity;  no  fixed 
postures;  temperature,  normal;  pulse,  58;  respirations,  20. 
Smiles  self-consciously  and  laughs  at  another  patient's  ab- 
surd talk.  Will  not  discuss  anything  whatever  with  the 
physician.     Slept  none  last  night. 

Resume :  We  have  then  a  patient  who  presents  features 
of  different  psychoses  of  Manic-Depressive  and  Dementia 
Praecox.    The  manic  features  consist  in  loquacity,  gran- 
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diose  ideas,  short  periods  of  elation,  some  flight  and  dis- 
tractibility  and  motor  unrest,  but  not  typified  as  in  the 
usual  case  of  mania,  there  being  an  absence  of  word  and. 
sound  association. 

We  have,  on  the  other  hand,  peculiar  sudden  variability 
of  mood,  resistiveness,  hallucinations  and  unnatural  emo- 
tional reactions  which  might  be  called  "tantrums  of  tem- 
per," followed  by  a  semi-stupor  with  mutism,  rigidity,  re- 
fusal of  food,  but  no  consistent  depression.  Accompanying 
this  condition  an  evidence  of  self-consciousness. 

The  stupor  was  preceded  by  a  slight  fever  and  sore 
throat  and  the  pulse  was  unusually  slow  throughout. 
Finally  our  patient  is  said  to  have  been  a  normal  girl 
until  a  year  ago. 

Dr.  Kirby:  We  had  the  patient  on  our  service  for  a 
time.  It  was  a  case  which  on  admission  seemed  to  justify 
a  diagnosis  of  hypomania.  While  she  was  still  in  the  city, 
she  consulted  Dr.  Meyer  at  the  Cornell  University  Dis- 
pensary, and  he  was  of  the  opinion  that  it  was  a  case  of 
mild  mania.  After  she  was  here  awhile  she  seemed  to 
be  on  the  verge  of  convalescence,  but  then  went  into  a 
peculiar  state  of  excitement.  She  spent  whole  days  spit- 
ting and  yelling.  Most  of  the  time  she  emitted  shrieks  and 
yells  without  any  words  and  seemed  to  be  extremely  irri- 
table. That  kind  of  excitement  is  rare  in  Manic-Depress- 
ive conditions  and  does  not  come  within  the  usual  picture 
of  mania.  While  in  this  excitement  she  passed  from 
under  our  observation,  and  later  the  stuporous  symptoms 
developed. 

Dr.  Woodman:  It  would  appear  to  me  that  the  best 
method  of  approach  to  cases  of  this  kind  would  be  the 
method  of  examining  the  psychological  factors  that  brought 
the  psychosis  on.  Dr.  Wright,  in  describing  his  case  gave 
us  a  good  many  facts  which  showed  her  to  be  a  person  not 
particularily  interested  in  anything,  and  without  any 
definite  ideals,  or  without  any  plan  of  life.  A  state  of 
affairs  which  could  well  lead  into  just  such  a  breakdown, 
as  she  has  exhibited. 
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Dr.  Meyer:  I  saw  the  patient  in  a  condition  in  which  I 
had  hardly  any  doubt  of  its  being  a  hypomanic  reaction. 
When  I  saw  her  again,  I  also  had  the  idea  that  it  was  a 
hypomania,  and  while  the  reaction  was  not  very  frank,  and 
while  the  peculiar  outbreak  that  came  after  it  was  very 
difficult  to  understand,  I  should  not  like  very  much  to 
let  go  a  fairly  well-defined  hypomanic  state  in  the  sizing 
up  of  the  condition  and  surrender  to  an  explanation  as  a 
deterioration  process,  unless  I  would  find  that  the  patient 
in  the  intervals,  was  apparently  unable  to  appreciate  the 
condition  that  has  been  gone  through,  not  in  the  sense  of 
a  manic-depressive  case  that  does  not  admit  the  excitement, 
but  in  the  sense  of  actual  indifference. 

Note:  The  patient  cleared  up  soon  after  the  demonstration  and, 
except  for  lack  of  complete  insight,  she  had  recovered  when  dis- 
charged from  a  month's  parole,  on  March  12,  1908. 

Evening  Session. 

This  session  was  held  in  the  Pathological  Institute  and 
Dr.  Meyer's  paper  on  Motor  Aphasia  was  illustrated  by 
projection  of  slides  and  demonstration  of  anatomical 
specimens.  The  following  is  a  summary  of  Dr.  Meyer's 
remarks: 
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DISCUSSION  OF  MOTOR  APHASIA. 
By  Dr.  Meyer. 

In  connection  with  a  typical  case  of  motor  aphasia  with 
lesion  of  the  3d  frontal  convolution,  the  foot  of  the  2d 
frontal  convolution  and  the  lower  two-thirds  of  both  central 
convolutions  and  part  of  the  island,  but  no  involvement  of 
the  lenticular  nucleus,  the  problem  of  our  actual  anatomi- 
cal and  physiological  knowledge  and  the  mechanisms  in- 
volved by  such  a  lesion  was  discussed. 

In  the  first  place  we  deal  with  the  motor  area  concern- 
ing which  the  studies  of  Vogt  have  brought  much  definition 
from  a  physiological  view-point.  We  single  out  first  the 
areas  containing  cells  of  origin  of  the  pyramidal  tract  and 
find  the  sequence  so  that  nearest  to  the  Broca  area  are 
placed  the  associated  movements  of  the  mouth ;  there  is  no 
evidence  of  any  efferent  presentation  to  the  pyramidal 
tract  in  F3  itself. 

The  first  question  is  the  relation  of  anarthria  to  motor 
aphasia.  Incapacity  to  speak  may  be  due  either  to  inabil- 
ity to  elaborate  the  elements  for  speech  and  to  initiate  the 
reaction,  that  is  the  analogue  of  ideatory  apraxia;  there  is 
further  a  form  in  which  the  word  can  be  planned  but  the 
movements  can  not  be  initiated,  that  is  the  analogue  of 
motor  apraxia.  Finally  there  can  be  an  interference  with 
enunciation  dependent  on  actual  motor  disturbance  of  ar- 
ticulation, that  is  the  true  anarthria  and  dysarthria. 
Whether  in  these  conditions  the  lenticular  nucleus  plays 
any  role  is  not  settled.  The  case  demonstrated  is  brought 
into  contrast  with  the  views  of  Marie  and  supplemented 
by  two  cases  of  Dejerine  lately  published.  These  cases  do, 
however,  not  necessarily  favor  the  conception  of  a  perma- 
nent center  of  word-movements.  It  is  more  probable  that 
the  aphasias  are  complex  interferences  of  collaboration  of 
mechanisms  among  which  we  do  best  to  single  out  conscien- 
tiously what  we  know  in  order  not  to  bring  about  prema- 
ture dogmatic  assumptions  such  as  Marie  had  a  perfect 
right  to  assail. 
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Morning  Session. 

Dr.  M.  J.  Karpas,  of  the  Manhattan  State  Hospital,  pre- 
sented two  cases  of  Aphasia.  The  following  are  brief  ab- 
stracts of  the  histories : 

X.  B.,  admitted  June  10,  1905;  female;  set.  51;  hered- 
ity denied;  illiterate;  married;  lues  not  ascertained. 

For  about  ten  years  prior  to  her  admission  to  this  hospital 
she  suffered  from  headaches  which  were  usually  nocturnal, 
and  was  also  troubled  with  insomnia.  In  1890  she  became 
afflicted  with  facial  neuralgia  and  in  order  to  mitigate  ex- 
cruciating pains  she  commenced  to  indulge  immoderately 
in  alcoholic  beverages.  About  ten  years  ago  her  sight 
became  weak  and  myopic. 

For  about  two  and  one-half  years  before  her  commitment 
she  suffered  from  general  malaise  and  headache  at  the 
menstrual  epoch.  In  May,  1903,  convulsive  seizures  mani- 
fested at  the  cessation  of  the  menstrual  flow.  The  convul- 
sions were  general,  affecting  the  entire  body,  froth  came 
out  of  her  mouth,  and  she  bit  her  tongue.  At  first  they 
lasted  for  about  two'days,  and  she  would  have  from  fourteen 
to  twenty  seizures  in  a  day.  When  she  recovered  it  was 
noticed  that  the  right  hand  was  weak,  and  its  function 
somewhat  affected. 

Soon  after  the  appearance  of  these  convulsions  it  was  ob- 
served that  her  memory  for  former  experiences  was  defec- 
tive, and  her  speech  impaired.  She  was  not  able  to  ex- 
press herself  as  easily  as  formerly.  The  convulsions 
would  recur  once  in  eighteen  or  twenty-four  days,  and 
they  were  usually  preceded  by  headache,  insomnia,  and 
depression.    She  was  fully  aware  of  their  onset. 

In  the  early  part  of  1904  aphasic  and  paraphasic  symp- 
toms became  manifest.  She  was  not  able  to  discuss  intel- 
ligently any  subject  whatever,  and  she  would  show  distinct 
incoherence  and  irrelevancy.  Synchronously  with  the  ap- 
pearance of  aphasia,  auditory  and  visual  hallucinations 
developed. 
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Since  September,  1904,  she  became  subject  to  recurrent 
attacks  of  excitement,  during  which  time  she  would  break 
glassware,  destroy  furniture,  and  scream  at  the  top  of  her 
voice. 

On  several  occasions  she  lost  her  way.  Finally  she  was 
admitted  to  the  City  Hospital,  where  she  made  an  attempt 
at  suicide,  and  she  was  then  committed  to  this  hospital. 

During  her  two  and  one-half  years'  residence  here  her 
mental  condition  remained  unchanged  and  may  be  de- 
scribed as  follows: 

Patient  is  quiet,  smiles,  appears  to  be  content,  often  asks 
the  doctor  to  write  a  letter  to  her  husband  in  order  that  he 
make  take  her  home,  and  makes  no  attempt  to  employ  her- 
self. She  takes  proper  care  of  her  person,  and  always  ap- 
pears clean  and  tidy.  As  a  rule,  before  the  approach  of 
the  convulsions  she  appears  depressed,  often  cries,  and  on 
several  occasions  she  was  excited,  abusive  and  assault- 
ive. She  then  speaks  irrelevantly,  and  gives  expression 
to  ideas  of  a  persecutory  trend.  The  aphasia  remains 
without  important  variation. 

Reaction  to  Words  Heard:  Only  at  times  seems  to 
grasp  the  meaning  of  words  spoken.  Upon  request 
put  out  her  tongue  and  pointed  to  her  nose  promptly. 
Later  when  she  was  told  to  point  to  her  eyes,  ears,  etc., 
she  put  her  tongue  out. 

To  Pick  Out  Objects  Named:  She  is  not  able  to  pick 
out  articles  as  they  are  named  to  her,  and  only  once  she 
recognized  an  object  correctly. 

Reaction  to  Tilings  Heard :  She  promptly  reacts  to 
mewing  of  a  cat,  barking  of  a  dog,  and  other  noises,  but 
apparently  does  not  seem  to  understand  the  significance 
of  these  sounds. 

Repetition  of  Words  and  Sentences:  She  can  repeat 
only  a  few  single  words,  but  it  is  impossible  for  her  to 
repeat  whole  sentences. 

Spontaneous  Speech  :  Her  spontaneous  speech  is  de- 
livered in  a  hesitating  manner,  and  it  shows  marked 
incoherence. 

Taste  and  Smell:    She  can  not  name  the  various  smell 
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or  taste  solutions,  but  apparently  her  olfactory  and  gusta- 
tory senses  are  not  impaired. 

Reactions  to  Tilings  Felt  with  Eyes  S/iut :  She  recog- 
nizes a  watch  and  pencil  correctly;  identifies  a  spoon  as 
' '  a  cup  of  tea ;  "  glass,  "a  cup ; "  dime,  ' '  ten  cents ;  "  cup, 
"cup  of  tea;"  knife,  "thing  for  meat."  Other  objects 
were  not  recognized. 

1 1  riting  and  Reading :  Were  not  tested  because  patient 
was  illiterate. 

The  Ability  for  Mimic :    Is  only  of  a  limited  range. 

Internal  Language :    Not  tested. 

No  definite  evidences  of  apraxia. 

Patient  has  excellent  insight  into  her  aphasic  condition, 
as  is  frequently  seen  by  her  remarks. 

Physical  Status:  Slight  weakening  of  the  right  face 
and  hand ;  tongue  deviates  to  the  right ;  right  grasp  is  a 
trifle  stronger  than  the  left;  no  Babinski;  pupils  are 
unequal  (right  smaller)  but  respond  promptly  to  light 
and  accommodation;  reaction  to  pin  pricks  is  good;  cyto- 
logical  examination  of  the  spinal  fluid  is  negative ;  con- 
vulsions usually  occur  about  once  a  month. 

In  this  case  there  is  a  marked  sensory  disturbance  which 
manifests  itself  in  word  deafness,  paraphasia  and  persev- 
eration. The  emissive  function  is  slightly  affected.  In- 
ternal language  can  not  be  tested,  since  the  patient  is 
illiterate.  A  facio-brachial  paresis  on  the  right  side  is 
demonstrable. 

Dr.  Karpas  questioned  the  patient  as  follows: 

Q.    How  do  you  feel  ? 

A.    A  good  deal  better  than  yesterday. 

Q.    What  day  is  this  ?    (Repeats  question.) 

A.  Yes,  you.  I  would  not  do  that  any  more  than  you 
asked  me  anything.    I  speak  nothing. 

Q.  What  day  is  to-day  ?  (Patient  shows  annoyance 
at  questions  spoken  loudly  near  her  ear.) 

A.  Never  mind,  I  don't  want  to  hear,  but  hear  a  good 
deal  better;  don't  speak  to  me  at  all;  that  is  what  I  said;, 
yes,  I  will  tell  you  nothing. 
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Q.    Can  you  see  this  ? 

A.     If  I  can  see  it,  I  won't  tell  you.     I  don't  intend  to 
till  I  get  out  of  here. 
Q.    What  is  it  ? 
A.     Don't  speak  to  me  at  all. 

J.  C.  Admitted  May  i,  1906.  No  anamnesis  obtained. 
Patient  is  said  to  be  30,  a  native  of  Ireland.  For  about  a 
year  and  a  half  in  this  hospital  patient's  condition  has 
remained  practically  unchanged  and  may  be  described  as 
follows : 

Patient  is  quiet,  takes  care  of  her  person  properly,  at 
times  polishes  the  floor,  and  assists  with  light  work,  and 
before  the  approach  of  the  convulsions  she  becomes 
excited  and  somewhat  confused.  She  is  not  able  to 
express  herself  and  when  addressed  she  says:  "I  am 
paralyzed — Oh,  I  am  paralyzed,"  and  makes  a  few 
grotesque  gestures.  The  aphasic  examination  may  be 
summed  up  as  follows : 

Reaction  to  Words  Heard:  Patient  is  able  to  give  her 
own  name.  When  asked  to  perform  simple  tests  she  car- 
ries them  out  properly.  However,  she  becomes  somewhat 
confused  and  frequently  is  not  able  to  comply  with  the 
examiner's  request. 

To  Pick  Out  Objects  Xamed :  Patient  picks  out  objects 
correctly  and  knows  their  usage. 

Reaction  to  Things  Heard:  She  reacts  promptly  to 
mewing  of  a  cat,  barking  of  a  dog  and  other  noises,  but  it 
is  difficult  to  state  whether  she  has  a  thorough  apprecia- 
tion of  these  sounds. 

Repetition  of  Words  and  Sentences  :  She  repeats  single 
words,  but  is  not  able  to  repeat  a  complete  sentence. 

Spontaneous  Speecli :  Spontaneous  speech  is  limited  to 
a  few  unintelligible  remarks  and  gibberish.  She  can  say 
"I  am  paralyzed,"  and  can  give  her  own  name.  She  re- 
peats the  days  of  the  week  correctly.  Counts  from  one  to 
ten  and  later  becomes  confused.  She  gives  the  list  of  the 
months  as  "January,  March,  March"  and  then  says:  "I 
could  not  talk.  I  am  paralyzed."  She  can  not  repeat  the 
Lord's  Prayer.  % 
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Reaction  to  Things  Swelled  and  Tasted:  She  can  not 
tell  what  she  tasted  or  smelled,  but  reacts  promptly  to 
ammonia  odor. 

Reactions  to  Things  Felt :  Patient  palpates  objects  while 
her  eyes  are  shut,  can  not  name  them,  but  at  times 
demonstrates  their  usage  correctly. 

Reading  and  Writing :  Not  tested  because  patient  is 
illiterate. 

Ability  for  Mimic :    Is  fairly  good. 
Internal  Language :    Not  tested. 
A p raxia  :  Doubtful. 

Patient  has  a  keen  appreciation  for  her  defect  of  speech; 
makes  every  effort  to  co-operate  with  examiner,  but  be- 
comes easily  perplexed  and  fails  to  carry  out  the  desired 
actions. 

Physical  Status :  Slight  weakening  of  right  face ; 
tongue  deviates  to  the  right;  grasp  of  right  hand  weaker 
than  left;  pupils  are  unequal  but  respond  to  light  and 
accommodation;  knee-jerks  exaggerated;  reaction  to  pin 
pricks  diminished  on  right  side  of  body;  no  Babinski;  no 
ankle  clonus. 

Sample  of  gibberish:  "talk — et — paralyzed — ospital — 
ten — she — ot — my — shame — mali — d — ae — broke — crery — 
petter  ". 

In  this  case  the  disturbance  of  speech  affects  chiefly  the 
motor  mechanism.  Although  a  few  simple  questions  may 
be  answered  correctly,  she  becomes  quickly  paraphasic, 
seems  much  confused  by  the  questioning  and  her  utter- 
ances may  become  a  mere  gibberish.  There  is  in  addition 
some  difficulty  in  understanding,  particularly  when  asked 
any  complicated  questions.  It  is  difficult  to  test  internal 
language.  Patient  could  never  read  or  write.  A  right- 
sided  facio-brachial  paresis  with  pain.  Anaesthesia  is 
present. 

The  patient  was  questioned  by  Dr.  Karpas  as  follows : 
O.    How  do  you  feel? 
A.    All  right. 

Q.    What  day  is  this?    Can  you  talk? 
A.    Yes,  sir. 
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Q.  How  do  you  feel  this  morning? 

A.  All  right. 

Q.  What  is  this?  (showing  tumbler). 

A.  I  don't  want  to  eat. 

Q.  Can  you  talk? 

A.  Yes,  sir. 


Dr.  Meyer:  All  of  us  must  feel  that  an  attempt  to 
demonstrate  a  complex  case  of  aphasia  and  especially  to 
control  and  extend  the  findings  in  a  half  hour,  an  hour,  or 
an  hour  and  a  half,  is  practically  impossible.  We  would 
simply  have  to  make  up  our  mind  to  spend  at  least  two 
hours  or  three  hours  on  the  analysis  of  the  cases.  If 
you  have  not  time  for  that,  you  have  to  pick  out  some 
definite  points  which  are  sufficiently  characteristic  to  at 
least  give  a  sort  of  perspective  of  the  case.  Those  points 
can  be  taken,  in  the  first  place  as  I  advised  yesterday,  by 
starting  with  the  things  most  easily  judged  and  controlled, 
those  which  show  the  actual  extent  of  the  motor  and  sens- 
ory disorder,  and  going  over  to  the  capacity  of  under- 
standing of  language,  the  capacity  of  appreciating  the 
impulses  coming  from  the  different  sensory  avenues,  the 
elaborations  and  emissive  capacity. 

Unfortunately  the  first  patient  (M.  B.)  could  not  be 
moved  to  co-operate  after  having  been  crossed  with  the 
hearing  test.  It  is,  obviously,  largely  a  case  of  receptive 
disorder. 

With  the  second  patient  (J.  C.)  we  had  mainly  a  demon- 
stration of  the  facts  of  utterance;  concerning  the  capacity 
of  understanding,  we  have  had  very  little  shown  us. 

Dr.  Karpas:  She  can  understand  at  times,  but  fre- 
quently she  becomes  confused  in  attempting  to  co-operate 
with  the  examiner.  I  would  say  in  a  general  way  that  her 
understanding  is  rather  fair.  As  to  her  general  intelli- 
gence, she  frequently  does  not  care  to  comply  with  your 
request,  for  instance,  opening  the  window.  She  will  do  it 
at  first,  but  later  she  will  not  open  it.  And  then  again, 
some  other  complicated  test  she  can  understand  very  well. 

Dr.  Meyer:    In  order  to  get  over  that  difficulty,  the 
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best  thing  would  be  to  try  and  find  out  what  her  motor 
and  her  elaborative  capacity  is  for  the  ordinary  things 
before  we  enter  into  the  speech  disturbance,  because  evi- 
dently there  is,  in  addition  to  the  ordinary  speech  disturb- 
ance, something  that  aggravates  her  capacity  of  reaction 
to  spoken  requests.  We  have  in  the  first  place  again  a 
facio-brachial  affection  most  prominent.  (Patient  walks 
for  Dr.  Meyer.)  There  is  a  little  awkwardness  as  she 
turns.  There  is  however  no  moving  gait.  The  main 
complaint  is  about  the  face  and  arm.  The  patient  puts 
out  her  tongue  with  relatively  little  deviation.  As  she 
shows  her  teeth  there  is  a  remaining  behind  of  the  right 
side.  Anaesthesia  to  pin  pricks  exists  over  the  whole 
right  side  and  evidently  extends  farther  than  the  motor 
symptoms,  which  takes  us  back  of  the  motor  area  in  the 
localization  of  the  process.  Hemianopsia  is  not  established 
and  is  difficult  to  test  with  the  patient.  When  we  come  to 
the  speech  issue,  we  certainly  find  a  considerable  difficulty 
of  understanding  of  orders,  if  they  have  any  sort  of  com- 
plexity, and  therefore  the  question  is:  Is  it  due  to  apraxic 
confusion,  or  to  difficulty  of  word  understanding?  So  far 
as  I  can  see,  she  usually  grasps  one  word  and  acts  on  that. 
If  she  has  not  that,  she  fails  pretty  thoroughly. 

Addressing  patient:  (J.  C.)  "Will  you  please  go  over 
there  and  bring  me  that  plant?"  Patient,  after  much  hesi- 
tation, brings  a  tumbler. 

"Go  over  to  the  blackboard."  Patient  seems  confused 
and  does  not  go. 

"  Do  you  know  Dr.  Hutchinson?"  (Dr.  Hutchinson  is 
the  woman  physician.)    Patient  points  to  Dr.  Karpas. 

"  Go  over  to  the  lady!"    Patient  does  this  promptly. 

The  main  point  is  that  if  we  wish  to  get  a  good  sizing 
up  of  her  aphasia,  we  certainly  have  to  make  a  good 
analysis  of  her  apraxia.  First,  because  we  can  see  she 
shows  more  or  less  distortion  of  her  reaction,  as  is  very 
well  shown  when  I  ask  her:  How  do  you  catch  a  fly? 
You  see  she  is  absolutely  at  a  loss  and  grabs  into  the  air 
in  a  wholly  inadequate  manner.  With  regard  to  the  speech 
proper,  she  evidently  makes  a  pretty  fair  attempt  to  repeat 
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most  of  the  words  that  are  said  to  her,  but  she  shows  in 
it  a  very  distinct  dysarthria,  and  I  think  the  analysis  of 
her  utterance  would  show  that  we  are  here  dealing-  with  a 
combined  emissive  disorder,  difficulty  of  utterance  as  well 
as  of  getting  the  word  ready  spontaneously.  She  can  not 
get  the  words  ready.  When  they  are  mentioned,  she  re- 
peats them  but  with  very  distinct  dysarthria.  Most  proba- 
bly there  is  also  not  so  much  difficulty  of  understanding 
the  word,  (because  she  tries  to  repeat  it  very  well),  as  a 
very  marked  disorder  of  further  elaboration.  The  ques- 
tion is,  to  what  extent  is  it  aggravated  by  resting  on  a 
general  dyspraxia  ? 

Dr.  J.  L.  Washburn:  I  remember  when  patient  M.  B. 
came  in,  Dr.  Pomeroy  was  examining  her,  and  he  was 
greatly  disturbed  by  the  fact  that  at  that  time,  while  she 
was  most  anxious  to  co-operate  under  the  belief  that  she 
would  get  out,  it  was  apparently  about  two  or  three  ques- 
tions that  she  always  answered  correctly.  One  of  them 
was  "can  you  put  out  your  tongue?"  Almost  all  other 
commands  or  questions  were  met  with  these  irrelevant 
answers  and  they  confused  him  for  a  considerable  time, 
until  he  satisfied  himself  to  a  certain  extent  that  she  was 
used  to  a  labial  expression  there. 
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ANXIETY  PSYCHOSES. 
By  Dr.  George  H.  Kirby 

Of  the  Pathological  Institute. 
(Abstract  of  Paper  read.) 

The  older  authors,  as  well  as  many  of  those  of  the 
present  day,  describe  the  agitated  anxious  depressions  as 
a  sub-form  of  "  melancholia."  As  characteristic  for  mel- 
ancholia is  described  the  complex  of  retardation  of  thought 
and  slowness  of  motion,  the  resulting  picture  being  one  of 
quiet  sadness.  With  the  appearance  of  anxiety  an  ad- 
ditional element  enters  to  modify  the  ordinary  melancholia 
syndrome,  overcoming,  so  to  speak  the  inhibition  or  retard- 
ation, with  the  result  that  the  picture  of  sadness  and  in- 
activity is  replaced  by  one  of  anxiety  and  agitation 
(melancholia  agitata).  Owing  to  the  teaching  of  Wernicke 
and  Kraepelin,  this  conception  of  melancholia  has  under- 
gone important  changes  during  the  past  decade. 

Wernicke  contrasted  as  groups  clinically  distinct  the 
quiet  depressions  presenting  the  complex  of  insufficiency 
(affective  melancholia)  or  actual  retardation  (depressive 
melancholia)  with  those  depressions  showing  anxiety  and 
agitation  (anxiety  psychosis). 

Kraepelin  who  claimed  that  the  insufficiency  retardation 
depressions  were  simply  depressed  phases  of  Manic- 
depressive  Insanity  formed  a  special  group  for  the  anxious 
depressions  which  he  held  to  be  peculiar  to  the  Involution 
period  of  life  and  for  these  reserved  the  name  melancholia. 
Recently  Kraepelin  has  receded  from  this  attitude  and  he 
now  believes  that  the  Involution  depressions  belong,  after 
all,  with  the  Manic-depressive  psychoses,  being  "  mixed" 
forms  of  the  latter. 

Our  clinical  experience  teaches  that  there  is  a  group  of 
cases  in  which  uneasiness,  anxiety  and  agitation  appear 
more  or  less  as  fundamental  symptoms  and  without  ad- 
ditional features  to  show  that  the  disorder  belongs  with 
any  of  the  other  well  recognized  symptom  complexes. 
These  anxious  depressions  occur  mainly  in  the  climacteric 
period  or  later  in   life,  yet  similar  symptom  pictures, 
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occasionally  develop  in  earlier  years.  Kraepelin's  recent 
acceptation  of  the  proposal  to  merge  the  anxious  depres- 
sions into  the  manic-depressive  group  as  "  mixed  forms  " 
because  he  was  shown  that  nearly  all  of  the  surviving 
cases  of  involution  depression  had  terminated  in  recovery, 
finds  no  justification  in  the  review  of  our  cases. 

On  the  other  hand  our  material  affords  many  reasons  for 
keeping  the  anxious  depressions  apart  from  the  manic- 
depressive  psychoses — they  appear  to  arise  out  of  a  differ- 
ent etiology,  show  important  symptomatological  differ- 
ences, run  a  different  course  from  the  manic-depressive 
cases  and  are  especially  dangerous  to  the  life  of  the  patient. 
Among  the  various  factors  which  seem  to  prepare  the 
ground  for  the  origin  of  the  anxious  affect,  such  as  intoxi- 
cation, organic  insufficiency,  advanced  age,  etc.,  attention 
is  attracted  particularly  to  the  great  frequency  with  which 
the  anxious  mood  arises  out  of  prolonged  worries  and 
chronic  emotional  strains  of  various  kinds.  Twenty-eight 
cases  were  analyzed  for  this  study.  In  forty-two  per  cent, 
mental  causes  were  the  most  prominent  features  in  the 
etiology.  The  cases  reviewed  fall  into  several  groups  each 
of  which  seems  to  have  some  prognostic  significance,  (i) 
Cases  showing  a  simple  form  of  anxiety  or  general  un- 
easiness, apprehensive  anticipations,  with  or  without  ideas 
of  sin.  (2)  A  severer  form  showing  anxiety  with  fear, 
perplexity  and  allo-psychic  concepts.  (3)  Cases  present- 
ing the  sensory-somatic  complex,  abnormal  bodily  sensa- 
tions, hypochondriacal  trends  and  feelings  of  unreality. 
(4)  Cases  developing  with  arterio-sclerosis. 

The  anxious  depressions  thus  grouped  together  are  not 
to  be  regarded  as  a  special  form  of  disease,  but  are  to  be 
considered  rather  as  a  type  of  reaction  of  fairly  characteris- 
tic form  in  the  evolution  of  which  a  number  of  factors  par- 
ticipate; a  very  large  number  show  the  important  role 
played  by  mental  causes,  and  in  many  cases  there  seems 
to  be  merely  a  difficulty  in  adjustment  to  a  situation  which 
would  naturally  put  a  person  into  an  anxious  frame  of  mind. 
In  a  smaller  group  of  cases  the  physical  causes  seem  to  be 
most  important. 
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None  of  the  cases,  including  some  with  a  duration  of 
■five  years,  has  shown  a  transition  to  the  picture  of  senile 
deterioration.  (The  paper  will  soon  be  published  in 
full.) 

During-  the  discussion  of  Dr.  Kirby's  paper  two  patients 
were  presented.  The  first  by  Dr.  C.  F.  Haviland.  The 
following  is  a  condensation  of  the  summary  read: 

J.  Mc.  A  blacksmith,  admitted  September  7,  1907,  ait 
64.  The  patient's  mother  died  at  the  age  of  69;  after  a 
hemiplegic  attack  she  became  mentally  enfeebled.  Father 
died  suddenly  of  heart  trouble. 

For  years  the  patient  has  been  alcoholic  and  has  had 
several  transient  hallucinatory  episodes.  In  1904  he  sus- 
tained a  depressed  fracture  of  the  skull;  several  months 
later  it  was  noticed  that  his  memory  was  failing.  He  drank 
somewhat  less  than  formerly.  In  January,  1906,  it  was  ob- 
served that  he  would  sit  for  hours  at  a  time,  making  mo- 
tions with  his  hands.  By  this  time  his  memory  had  become 
markedly  impaired,  he  asked  questions  over  and  over  and 
got  lost  on  the  streets.  He  gradually  developed  persecu- 
tory ideas — said  there  were  two  men  on  the  street  who 
were  going  to  take  him  away,  they  said  he  had  robbed  peo- 
ple and  was  a  very  bad  individual.  Depression  increased 
and  he  finally  attempted  to  cut  his  throat.  He  was  com- 
mitted to  the  Central  Islip  State  Hospital,  February  12, 
1907.  At  that  time  he  showed  marked  agitation,  said 
people  were  trying  to  kill  him,  had  numerous  ideas  of  self- 
condemnation.  He  remained  under  treatment  until 
August  12,  1907,  when,  it  is  stated,  that  he  was  indiffer- 
ent, showed  a  deficient  memory,  but  had  otherwise  im- 
proved. He  was  discharged  "  recovered  "  with  the  diag- 
nosis of  Alcoliolic  Psychosis. 

Upon  his  return  home  he  at  once  began  to  show  the 
same  ideas  of  fear  and  self-condemnation,  showed  an  in- 
creasing motor  unrest,  again  made  a  suicidal  attempt;  it 
was  necessary  to  remove  him  to  a  hospital.  On  admission 
to  Manhattan  State  Hospital  the  physical  examination  re- 
vealed a  scar  and  depression  over  left  parietal  bone;  pupil- 
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lary  reaction  was  normal;  no  focal  symptoms  of  either  a 
motor  or  sensory  variety;  there  was  slight  peripheral 
arterio-sclerosis.  Systolic  murmur  at  apex  of  heart  which 
was  dilated. 

The  mental  status  showed  an  unstable  emotional  atti- 
tude; at  times  he  appeared  contented,  again  superficially 
depressed.  He  said:  "  Ever  since  I  got  that  gash  in  the 
head  my  memory  is  not  as  good  as  it  should  be — at  times 
I  don't  know  that  I  am  here,  I  am  sad  sometimes  from 
being  here,  a  man  can  not  feel  as  he  should  here,  that  is 
the  God's  truth,  the  drink  makes  me  see  things,  or  I 
imagine  I  do,  my  memory  is  so  bad — I  can  not  tell  how 
long  since  I  had  imaginations — I  feel  all  right  now  and  I 
have  no  imaginations  or  anything  like  that  ". 

His  memory  appeared  to  be  variable;  he  was  wholly  dis- 
oriented as  to  time,  hazy  as  to  place  but  he  realized  he 
was  in  a  hospital.  His  memory  of  the  immediate  past 
seemed  particularly  poor — he  was  unable  or  unwilling  to 
give  an  accurate  account  of  his  movements  prior  to  his 
admission,  likewise  failed  to  respond  to  any  retention 
tests.  Grasp  upon  school  knowledge  and  general  experi- 
ence poor  although  he  frequently  responded,  "I  don't 
know,"  apparently  from  a  lack  of  inclination  to  co-operate. 
Performed  simple  arithmetical  problems  correctly,  but  as 
soon  as  they  became  at  all  difficult  contented  himself  with 
saying,  "  I  can  not  do  that  ". 

A  lumbar  puncture  was  performed  with  negative  results. 
After  about  three  weeks  hospital  residence  he  made  a 
rather  half-hearted  attempt  to  strangle  himself,  his  only 
explanation  was  that  he  felt  bad.  Two  months  after  ad- 
mission he  showed  for  the  first  time  an  anxious  agitation 
and  bemoaned  his  fate  in  the  following  manner:  "  Oh, 
oh,  my  God — my  God,  what  will  I  do — it  is  awful — I  feel 
very  bad — I  am  in  a  bad  way — I  don't  know  whether  I 
have  any  chance  at  all — I  know  I  haven't  any  chance — the 
devil  has  got  me — I  am  lost — there  is  no  hope — I  can  not 
be  saved — I  stole  the  priest's  coat — there  is  no  hope — I 
can  not  be  forgiven." 

At  present  he  thinks  people  talk  about  him;  he  has 
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sometimes  heard  the  "  voices  "  when  he  is  all  alone,  thinks 
he  heard  them  a  few  nights  ago  but  is  unable  to  say  where 
they  came  from  or  to  give  any  details  regarding  them; 
attributes  some  of  his  depression  to  the  fact  that  he  is 
an  old  man  and  will  be  unable  to  obtain  work  at  his  trade 
again,  is  worn  out  and  useless,  etc. 

When  his  attention  is  secured  during  examination  his 
agitation  disappears;  he  is  conscious  of  this  and  explains 
that  when  he  is  being  questioned  his  mind  is  occupied  so 
that  he  does  not  feel  quite  as  bad  as  when  he  is  left  to 
himself.  In  answering  questions  he  often  hesitates  a  con- 
siderable time,  will  stop  short  in  the  middle  of  a  sentence, 
occasionally  failing  to  continue  until  repeatedly  urged; 
mental  enfeeblement  evidently  exists  although  not  to  the 
degree  which  might  be  assumed  when  he  is  first  ques- 
tioned— for  instance — at  first  says  he  does  not  know  how 
long  he  has  been  here  in  the  hospital,  but  later  thinks 
about  three  or  four  months,  repeatedly  affirms,  however, 
that  he  has  no  idea  as  to  the  year,  does  not  know  where 
this  place  is  located;  at  first  said  he  did  not  know  what 
sort  of  a  place  this  was,  but  later  said  it  was  "a  sanita- 
rium". He  shows  defective  retentive  power;  memory  of 
the  immediate  past  seems  remarkably  defective,  he 
accounts  for  it  by  saying  that  he  supposes  the  injury  has 
had  a  great  deal  to  do  with  it,  as  his  memory  has  not  been 
so  good  since  then.  He  has  failed  to  learn  the  names  of 
any  individuals  with  whom  he  is  daily  associated,  and  he 
repeatedly  addresses  the  physician  as  "father,"  believing 
that  he  is  a  priest,  reiterates  this  belief,  even  when  repeat- 
edly informed  to  the  contrary. 

Diagnosis  :  There  are  numerous  etiological  factors  to 
be  considered  in  this  case  and  the  diagnosis  would  appear 
to  depend  largely  upon  which  factor  is  considered  fore- 
most. From  the  symptom-complex  manifested  during  the 
periods  of  anxiety  an  involution  psychosis  would  at  once 
suggest  itself,  as  the  ideas  of  self-accusation  and  self- 
condemnation  and  an  anxious  depression  all  tend  to  form 
a  picture  of  mental  distress,  more  or  less  characteristic. 
Hallucinations  appear  to  have  played  but  a  subsidiary  part 
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in  the  production  of  this  condition,  and  when  the  psycho- 
sis is  viewed  in  its  entirety,  the  episodes  of  anxious  de- 
pression appear  rather  overshadowed  by  a  failing  memory, 
more  or  less  dilapidation  of  conduct  and  at  least  some  in- 
tellectual enfeeblement,  although  the  latter  is  much  less 
than  patient's  answers  would  at  first  indicate;  yet  with  the 
symptoms  present  it  would  be  unsafe  to  say  that  he  still 
maintains  his  intellectual  integrity,  this  notwithstanding 
the  absence  of  evidence  of  cerebral  arterio-sclerosis.  The 
agitated  episodes  may  have  been  somewhat  colored  by 
alcoholism,  the  patient  having  but  a  few  months  ago 
recovered  from  what  appears  to  have  been  a  typical  acute 
alcoholic  attack;  but  not  only  alcohol,  but  trauma  may  be 
considered  to  have  modified  the  clinical  picture  without 
there  being  evidence  that  either  factor  is  more  than  a  con- 
tributory cause.  Assuming  then  that  the  deterioration  is 
the  essential  disease  process,  the  diagnosis  which  appears 
most  probable  is  that  of  a  senile  psychosis. 

In  the  discussion  of  this  case  Dr.  Kirby  thought  that  the 
close  association  of  the  failure  in  memory  with  the  head, 
trauma  was  very  important,  and  one  might  think  in  the 
first  place  of  a  post-traumatic  enfeeblement.  The  latter 
developing  anxious  depression  might  be  accounted  for  on 
basis  of  an  hallucinosis  but  it  is  doubtful  if  the  hallucina- 
tions were  ever  very  prominent.  A  more  rational  view  is 
that  the  depression  arose  in  connection  with  a  difficult 
situation;  for  the  patient  seems  to  have  realized  keenly 
his  loss  of  memory,  failing  capacity  and  inability  to  work. 
If  a  similar  mental  state  occurred  in  a  younger  individual, 
we  would  not  identify  the  disorder  with  the  senile  deteri- 
oration. 

Dr.  Meyer  thought  that  the  bringing  in  of  the  additional 
feature  of  senility  tended  to  slur  over  the  facts  furnished 
plainly  by  the  history  of  the  development  viz.,  a  rapid 
failure  in  memory  or  difficulty  in  grasp,  then  an  alcoholic 
disorder,  then  an  inability  to  meet  these  conditions,  the 
patient  found  himself  at  the  given  time  in  a  situation  of 
mental  and  physical  difficulty  and  the  reaction  took  the 
form  of  an  anxious  depression. 
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Dr.  C.  F.  Haviland  did  not  feel  that  the  psychogenetic 
factors  were  important  in  the  case. 

Dr.  Meyer  then  discussed  the  question  of  what  should 
be  considered  psychogenic.  In  this  case  the  anxious  re- 
action to  a  difficult  situation  is  looked  upon  as  a  psycho- 
genetic  factor  to  explain  the  agitation  rather  than  to 
assume  the  presence  of  a  specific  brain  lesion  or  disease 
be  it  traumatic,  arterio-sclerotic,  senile  or  a  progressive 
affection  of  alcoholic  origin,  about  none  of  which  does  the 
case  furnish  us  sufficient  facts. 

Dr.  D.  S.  Spellman  presented  the  second  case :  a  patient 
with  recurrent  attacks  of  depression.  A  short  summary  of 
the  history  is  as  follows: 

M.  K.  A  stone  mason,  78  years  old;  admitted  Novem- 
ber 2,  1907;  family  history  negative.  The  present  is  the 
fifth  attack;  all  of  the  attacks  have  been  quite  similar  and 
during  the  intervals  the  patient  has  been  considered  nor- 
mal.   At  times  he  drank  to  excess. 

First  attack  at  the  age  of  31  is  said  to  have  followed 
intemperance  and  "heat  exhaustion."  The  patient  was 
treated  in  a  private  institution. 

Second  attack  at  the  age  of  45.  Discharged  in  two  and 
one-half  months  recovered. 

Third  attack  at  the  age  of  47.  After  nine  months  dis- 
charged improved. 

Fourth  attack  at  the  age  of  62.  Depressed  with  morbid 
fears,  worry  lest  he  injure  some  one.  Discharged  im- 
proved with  the  diagnosis  of  "  senile  dementia." 

Fifth  (present)  attack  began  about  a  year  and  a  half 
before  admission.  He  became  depressed,  felt  that  it  was 
not  safe  for  him  to  have  his  liberty  as  he  had  a  feeling 
that  he  might  injure  some  one.  No  failure  in  memory 
observed. 

Physical  examination:  an  undersized  man  in  the  8th 
decade  of  life;  general  nutrition  slightly  impaired;  com- 
plaints of  headache  with  some  vertigo;  arcus  senilis,  some 
emphysema;  radial  arteries  thickened ;  bowels  constipated. 

Mentally,  his  stream  of  thought  was  coherent.    He  gave 
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a  spontaneous  account  of  his  morbid  fears,  saying:  "  I 
got  sick — I  don't  exactly  know  when  the  trouble  began — I 
have  no  rest  while  I  sleep — I  do  not  feel  safe  to  be  walking 
about — at  times  I  felt  as  if  I  must  injure  myself  and  others 
— I  went  to  the  hospital,  partly  of  my  own  accord  as  I  was 
a  nuisance  and  nobody  was  having  peace  while  I  was 
there — I  am  very  downhearted — there  is  a  tremor  all  over 
my  body  as  if  I  was  drunk — I  am  very  much  afraid." 

Orientation  perfect;  personal  data  given  without  dis- 
crepancies or  apparent  memory  defect;  memory  of  the 
immediate  past  good;  his  general  grasp  indicated  no  de- 
terioration; he  appeared  to  have  good  insight  and  judg- 
ment. In  attitude  he  was  quiet  and  compliant,  but  in 
appearance  sad  and  worried. 

This  patient  is  now  suffering  from  his  fifth  attack.  The 
etiological  factors  have  been  varied.  Alcohol  appears  to 
have  been  a  fairly  prominent  factor  in  conjunction  with 
heat  stroke  in  inducing  the  first  one.  All  of  these  attacks 
have  been  of  rather  long  duration  and  characterized  by 
morbid  depression  and  obsessions;  at  times  there  have 
been  fleeting  false  sense  perceptions,  but  these  long  after 
the  withdrawal  of  any  alcoholic  element. 

Diagnosis:  The  individual  can  hardly  be  looked  upon 
as  an  inferior,  inasmuch  as  he  has  reared  a  family  of  nor- 
mal children  and  owns  considerable  property,  although  the 
appearance  of  attacks  on  insufficient  grounds  would  indi- 
cate some  constitutional  peculiarity  of  make  up.  The  lead- 
ing feature  in  the  case  is  the  depression  recurring  at  rather 
long  intervals,  a  depression  which  does  not  correspond  to 
any  definite  complex  which  we  recognize  other  than  de- 
pression. The  anxiety  would  lead  one  to  think  of  anxiety 
psychosis,  but  here  again,  if  we  connect  the  anxiety 
psychosis  with  the  involution  period,  we  have  the  first 
depression  coming  on  at  31.  Senile  dementia  was  en- 
tered as  a  former  diagnosis,  but  the  facts  do  not  bear  that 
out,  because  he  certainly  does  not  show  any  more  deteriora- 
tion that  a  man  naturally  would  at  his  age.  The  recur- 
rence of  the  attacks  reminds  one  of  the  manic-depressive 
type,  but  still  there  are  not  those  feelings  of  insufficiency, 
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which  we  expect  to  find  in  the  manic-depressive,  and  there- 
fore, I  would  simply  call  the  case  one  of  recurrent  depres- 
sion, without  trying  to  go  farther  in  the  differentiation. 

Dr.  Meyer:  I  should  say  that  this  patient  has  not 
shown  any  anxiety  such  as  Dr.  Kirby  has  made  the  basis 
of  his  paper.  This  patient  has  shown  depression  with  ob- 
sessions, which  is  a  totally  different  thing  from  the  vague 
uneasiness,  which  is  the  fundamental  characteristic  of  the 
group  that  Dr.  Kirby  has  described.  An  individual  who 
gets  obsessive  thoughts  in  attacks  of  this  character  that  has 
no  special  relation  to  matters  of  uneasiness  at  the  time, 
presents  a  totally  different  complex  and  one  that  falls 
under  the  constitutional  group,  and  not  in  the  group  dis- 
cussed by  Dr.  Kirby. 

A  few  weeks  ago  one  of  our  confreres  told  me  that  he  was 
very  much  impressed  with  the  fact  that  after  all,  we  were 
working  on  a  very  slender  basis,  if  we  had  no  more  to  go 
by  in  the  characterization  of  disease  than  such  a  thing  as 
" anxiety,"  which  everybody  could  have.  I  am  afraid  he 
was  taking  the  word  and  did  not  think  of  the  totally  dif- 
ferent forms  of  what  we  briefly  designate  as  anxiety,  and 
realize  the  necessity  of  being  clear  as  to  what  we  mean  by 
anxiety.  If  we  take  the  nervous  uneasiness  complex  that 
elaborates  itself  into  anxiety,  we  have  one  definite  thing 
that  we  can  work  with.  If  we  take  obsessions  that  lead  to 
fear  and  anxiety,  that  is  a  different  situation  again.  But 
if  we  compare  that  with  the  anxiety  that  any  one  of  us 
may  have  before  an  examination  or  something  else — it  is 
again  entirely  different,  because  there  it  is  an  anxiety  about 
something  specific;  when  there  is  an  obsession,  it  is  an 
anxiety  about  an  obsession ;  in  the  anxiety  psychoses,  such 
as  Dr.  Kirby  has  described,  we  are  dealing  with  a  much 
more  diffuse  uneasiness  in  confronting  the  situation,  and 
with  the  developments  out  of  that  uneasiness. 

In  the  anxiety  psychosis,  as  I  described  it  in  the  Insti- 
stute  course,  I  pointed  out  its  peculiar  beginning,  that  per- 
haps for  some  time  the  patient  awakes  at  two  or  three 
o'clock  in  the  morning,  with  a  hazy  uneasiness  of  impend- 
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ing  trouble,  not  definitely  settled  in  an  obsession,  but 
shown  in  a  general  uneasiness  and  getting  perplexed,  a 
picture  very  different  from  what  we  see  in  this  last  patient. 
We  now  come  to  the  discussion  of  Dr.  Kirby's  paper. 

Dr.  Woodman  :  After  I  found  I  was  coming  to  this  con- 
ference, I  looked  over  rather  rapidly  our  depressions  of 
the  involution  period.  I  find  that  I  have  included  a  great 
many  more  depressions  in  my  review  than  either  Kraepelin 
or  Dr.  Kirby  would  include.  I  have  included  them  be- 
cause of  the  fact  that  any  depression  that  occurs  in  the  lat- 
ter half  of  life,  after  forty  years  or  thereabouts,  we  think 
of  perhaps  as  an  involutional  depression,  irrespective  of 
the  symptomatology  that  it  exhibits. 

I  therefore  have  looked  over  all  the  cases  in  which  the 
question  of  involutional  depression,  or  anxiety  psychosis, 
or  melancholia  of  involution,  as  we  have  variously  termed 
them,  come  in  question. 

Among  115  depressions  of  the  latter  period  of  life,  27 
were  men  and  88  women.  Xow  it  has  long  seemed  to  me 
in  considering  depressions  of  the  later  period  of  life  that 
we  have  lumped  together  a  great  many  things  that  are 
entirely  different,  and  therefore  I  ran  over  these  cases 
with  the  view  of  roughly  dividing  them  into  groups.  I 
made  the  first  group  out  of  the  manic-depressive  type  and 
I  found  that  some  sixteen  and  a  half  per  cent  presented 
more  or  less  the  features  of  manic-depressive  insanity. 
The  way  in  which  they  show  this  relation  is  various* 
Some  of  them  in  recovering,  exhibit  a  period  of  over- 
activity and  elation;  others  because  they  have  been  recur- 
rent. Still  others  because  they  presented  the  character- 
istics of  manic-depressive  depression. 

Another  group  of  cases  was  those  of  the  arterio-sclerotic 
complex,  about  eight  per  cent.  About  eleven  per  cent 
were  cases  occurring  in  the  senile  period.  Three  and  one- 
half  per  cent  are  depressions  that  went  with  severe  bodily 
sickness. 

Some  of  the  cases  included  approach  the  hysterical  type. 
I  would  not  want  to  say  that  more  than  one  out  of  seven 
is  really  a  case  of  hysteria,  but  there  were  cases  that  pre- 
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sented  some  symptoms  that  reminded  me  of  hysterical 
anxiety,  and  which  I  did  not  think  fitted  in  with  the 
involutional  symptomatology. 

A  number  of  cases  had  similar  attacks  of  anxious  de- 
pression in  early  life,  and  yet  differ  very  widely  from  the 
manic-depressive  depression.  Of  the  27  men,  five  were 
cases  of  pronounced  mental  defect.  It  is  surprising- 
there  were  so  many  inferior  men  and  no  women.  They 
were  people  of  an  imbecile  type,  whose  depression  ap- 
peared as  an  episode. 

Then  it  has  long  seemed  to  me  that  a  number  of  the  de- 
pressions we  see  in  the  later  period  of  life  belong  in  the 
dementia  praecox  group.  I  think  of  one  case  for  instance 
that  had  an  attack  of  what  we  would  probably  call  demen- 
tia praecox  in  early  life,  and  he  recovered  and  stayed  home 
for  many  years.  He  is  now  back  with  anxious  depression. 
If  we  did  not  know  the  earlier  history,  we  would  classify 
it  as  an  anxious  depression. 

Others  again  seem  to  have  a  depression  on  the  ground 
of  delusional  developments  that  seem  to  arise  not  very  un- 
like the  way  in  which  delusional  developments  come  on  in 
paranoic  cases  of  the  same  period  of  life. 

Others  begin  with  some  depression  and  a  rather  absurd 
delusional  complex  and  go  on  to  deterioration. 

Altogether  these  cases  that  more  or  less  approximate 
the  dementia  praecox  of  paranoid  type  make  up  nineteen 
per  cent  of  the  115  people.  That  leaves  some  29  and  one- 
half  per  cent  of  which  I  might  say  that  this  group  would 
very  closely  correspond  with  Dr.  Kirby's  group. 

As  to  the  outcome,  I  find  that  nearly  all  recoveries  are 
furnished  by  this  last  group  and  the  group  approximating 
the  manic-depressive  type.  Two  cases  with  rather  marked 
arterio-sclerosis  recovered  for  a  time.  One  is  still  at 
home,  the  other  came  back  and  died. 

The  deaths  on  the  other  hand  come  from  altogether  a 
different  group.  The  dead  number  twelve  in  all.  Half 
of  these  are  from  the  cases  near  the  senile  break-up; 
three  were  from  the  arterio-sclerotic  group;  one  was  a  case 
accompanying  exhaustion  of  rheumatism,  and  the  other 
a  senile  neuritis  case. 
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So  what  we  have  been  calling-  involutional  depressions 
— and  I  do  not  think  we  differ  from  the  other  hospitals 
— seems  to  be  a  considerable  mingling  of  cases  that  need 
considerable  further  examination  and  analysis. 

With  reference  to  Dr.  Haviland's  case,  I  included  such 
cases  in  the  senile  group,  (for  none  of  them  happened  to 
have  a  traumatism).  They  were  cases  that  began  with 
fear  and  failure  to  take  in  the  surroundings,  and  showed  a 
poor  memory  that  needed  to  be  helped. 

Dr.  Meyer:  It  is  a  rather  interesting  point  that  evi- 
dently the  involution  idea  has  been  settled  very  largely  by 
the  age  figure,  and  probably  is  in  many  places,  whereas  we 
should  try  to  get  away  from  such  a  criterion  which  every- 
body reaches  if  he  lives  long  enough.  We  all  expect  to 
live  to  forty  or  beyond,  and  would  rather  settle  on  the 
things  which  are  the  center  of  mental  trouble.  What 
mental  activity  has  that  patient  at  his  disposal  to  work  him- 
self out  of  the  anomalous  attitude?  What  are  the  dangers 
that  patient  finds  himself  in,  general  somatic  or  mental 
dangers — such  as  danger  of  suicide — and  what  is  the  out- 
look for  correction?  These  questions  I  would  ask  myself 
in  sizing  up  these  cases,  and  would  leave  those  other  is- 
sues, like  age  and  prejudicial  nomenclature,  either  to  the 
end  or  take  them  merely  as  formal  starting  points.  What 
are  the  facts  with  which  the  patient  is  in  trouble?  What 
risks  for  the  further  mental  activity  and  re-establishment 
of  balance  do  these  facts  imply?  How  are  they  to  be 
handled  by  the  patient  and  by  others?  What  are  the  com- 
ponents of  the  trouble  from  the  somatic  viewpoint  and 
from  the  mental  capacity  of  the  patient?  Then  we  remain 
on  the  ground  of  what  the  patient  actually  presents,  and  we 
do  not  lose  any  time  over  matters  that  are  pushed  into  the 
horizon  of  our  attention  by  speculative  psychiatry.  These 
are  the  points  we  have  to  decide  in  every  case  that  comes 
to  us.  The  discrimination  of  the  central  facts  and  their 
working  out — as  for  instance  the  central  fact  of  anxiety 
and  its  working  out — is  the  most  helpful  and  most  grate- 
ful thing  in  modern  psychiatry.  Of  course  there  are 
various   forms  of  psychiatry.     Kraepelin's  psychiatry  is 
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that  of  revolutionizing  an  old  rut,  but  it  might  easily 
put  another  rut  in  the  place  of  the  old.  The  old  rut  was 
seeing  nothing  in  mental  disorders  but  mania  and  paranoia 
and  melancholia.  All  other  issues  were  referred  to  com- 
mon-sense which  was  a  very  good  thing.  Now  we  try  to 
begin  at  the  common-sense  end  instead  of  beginning  at  the 
naming.  Kraepelin  also  aims  at  certain  common-sense 
features.  He  said,  instead  of  arguing  whether  this  case  is 
mania,  paranoia,  melancholia,  or  what  not,  at  least  to  find 
out  something  most  essential  in  the  disease  : — viz.,  the  out- 
come, and  thus  he  is  working  on  a  matter  that  means  some- 
thing in  the  life  of  the  patient.  He  thus  began  to  pay  at- 
tention to  a  much  more  striking  fact  than  had  been  noted 
before,  but,  unfortunately,  a  point  not  at  hand  at  the  time, 
the  prognostic  issue,  which  again  tends  to  a  rut  and  to 
identifying  the  case  with  dementia  praecox,  manic-depress- 
ive insanity,  etc.  That,  with  many,  exhausts  psychiatry. 
This  danger  is  especially  great  in  overcrowded  or  at  least 
rushed  hospitals  which  are  chiefly  reception  hospitals  and 
places  for  distribution  and  sifting.  It  seems  to  me  that 
we  can  do  very  much  better  if  we  take  up  the  matter  in 
the  way  of  non-dogmatic  study.  Let  us  ignore  for  a  while 
the  disease  names  and  fashionable  expressions.  Let  us 
ascertain  for  each  patient  what  troubles  the  patient  most, 
in  his  somatic,  and  in  his  mental  adjustments,  and  if  it  is 
not  one  thing,  let  us  take  the  dozen  things  that  trouble  the 
patient,  and  see  how  they  work  out,  and  how  we  can  meet 
them  and  help  the  patient  get  over  them.  If  we  do  that 
we  have  a  much  better  psychiatry,  and  more  sensible  work, 
and  .we  can  then  see  what  relation  the  final  digest  has  to 
the  views  of  Kraepelin  or  others.  It  is  this  fact  that  dis- 
tinguishes Dr.  Kirby's  presentation  from  that  of  Krae- 
pelin. The  dogmatic  nosologist  is  apt  to  chop  up  a  lot  of 
cases  into  bits,  so  that  you  get  a  lot  of  symptoms  enumera- 
ted which  almost  any  kind  of  a  case  of  depression  shows  at 
one  time  or  another,  and  these  are  then  recast  into  a  vague 
and  more  or  less  diffuse  picture.  It  is  true  he  divides  the 
types  more  or  less  into  groups,  but  there  is  often  no  cen- 
tral thing  in  the  description,  nothing  that  looks  life-like, 
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and  the  student  that  works  with  that  kind  of  psychiatry 
is  always  more  or  less  in  the  condition  of  a  person  who 
has  Sunday  morals  and  working  day  morals — a  sort  of  life 
for  talk  and  argument  and  a  usually  less  critical  life  for 
plain  reality.  The  interest  in  what  counts  in  the  practi- 
cal dealing  with  the  case  is  given  a  secondary  place,  and 
the  work  which  might  get  the  most  direct  test  by  expe- 
rience becomes  more  or  less  defective.  Of  course  working 
with  so  many  cases  as  we  have,  and  discussions  of  cases 
which  usually  end  in  the  question  "Doctor,  how  do  you 
classify  this  case?"  is  a  great  difficulty  for  a  satisfactory 
development  of  psychiatry.  Merely  to  expedite  the  work 
it  is  presumed  that  we  must  make  a  diagnosis  even  if  we 
have  not  got  the  facts,  whereas  I  would  say  let  us  not 
worry  about  the  diagnosis,  but  let  us  be  concerned  about 
having  the  group  of  facts,  about  learning  to  size  them  up, 
and,  to  help  the  patient  in  his  trouble,  that  we  can  recog- 
nize the  various  factors  that  compose  the  trouble.  If  we 
do  that,  I  believe  we  can  work  out  our  salvation  more  sat- 
isfactorily and  obtain  diagnosis  of  fact.  In  asking  Dr. 
Kirby  to  close  the  discussion  I  wish  to  give  expression  to 
my  high  appreciation  of  his  paper. 

Dr.  Kirby:  I  shall  derive  a  great  deal  of  assistance 
from  the  points  brought  out  in  the  discussion,  and  will 
find  them  helpful  in  working  further  on  this  group.  I 
think  the  sooner  we  come  the  way  of  analyzing  our  cases 
indicated  by  Dr.  Meyer  the  clearer  will  become  our 
thoughts  regarding  mental  disease  and  the  greater  the 
possibility  of  understanding  the  patients'  difficulties  and 
helping  them  towards  adjustment. 

Dr.  Meyer:  There  is  one  more  matter  on  the  pro- 
gramme, viz.,  the  discussion  of  t  lie  programme  for  succeed- 
ing meetings. 

Dr.  Kirby:  I  was  talking  with  Dr.  Mabon  regarding 
future  meetings  and  we  thought  that  perhaps  these  con- 
ferences could  be  made  more  interesting  if  we  arranged  a 
programme  for  the  coming  year.  These  meetings  have 
now  passed  the  experimental  stage,  so  to  speak,  and  I 
think  we  can  now  begin  to  plan  some  definite  lines  of  work 
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in  order  to  make  use  of  the  material  accumulating-  in  the 
various  hospitals.  At  one  of  the  meetings  I  think  the 
question  was  raised  of  making  up  programmes  and  per- 
haps selecting  places  for  meetings,  but  the  gentlemen 
present  felt  that  they  were  not  authorized  to  act  for  the 
hospitals  and  could  not  take  any  definite  attitude.  We 
thought  it  would  be  a  good  plan  if  a  communication  were 
addressed  to  each  superintendent,  asking  him  to  act  or  to 
designate  a  physician  on  his  staff  to  act  as  a  member  of  a 
committee  to  confer  with  Dr.  Meyer  and  plan  a  more  com- 
prehensive programme,  so  that  we  would  have  something 
settled  ahead  for  the  meetings  and  there  would  not  then 
be  a  rush  at  the  last  moment  to  get  up  a  programme.  It 
seems  to  me  that  it  would  be  a  very  good  way  of  getting 
definite  lines  of  work  started.  Perhaps  it  will  be  better 
to  refer  the  matter  to  Dr.  Ferris,  the  medical  commis- 
sioner. 

Dr.  Meyer:  I  should  heartily  welcome  some  further 
remarks  on  this  proposition.  I  have  so  far  followed  the 
policy  of  leaving  the  matter  to  the  hospitals  which  enter- 
tain us,  but  I  am  sorry  to  say  that  there  has  been  some 
diffidence  in  some  quarters,  so  that  we  have  had  occasion- 
ally to  hurry  and  provide  a  meeting  somewhere  else,  be- 
cause we  could  not  get  what  would  have  been  expected  in 
the  natural  course  of  events.  Dr.  Mabon  has  suggested 
that  at  the  next  meeting  we  might  perhaps  take  up  the 
question  of  psycho-therapeutics.  If  there  are  definite 
cases  in  which  definite  psycho-therapeutic  work  has  been 
done  and  can  be  demonstrated,  nothing  will  be  more 
welcome. 

We  also  have  a  good  many  sets  of  abstracts  of  cases 
of  various  types,  and  to  keep  provisional  order  we  have 
labelled  them  with  traditional  terms.  Let  us  take  the 
cases  as  such,  irrespective  of  the  classification  formula,  and 
see  whether  they  suggest  any  specific  contributions,  and 
then  we  get  the  best  material  for  these  conferences.  That 
is  what  Dr.  Kirby,  Dr.  Garvin  and  Dr.  Washburn  have 
done.  Each  has  taken  a  group  of  cases,  and  has  studied 
them  for  the  facts  which  they  involve  and  put  them  before 
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us.  Some  groups  will  be  determined  by  more  or  less 
accidental  things,  such  as  age ;  but  the  more  we  get  inter- 
ested in  the  more  essential  things,  the  more  we  will  occupy 
ourselves  with  things  that  appear  workable  and  at  the 
same  time  promotive  of  work.  I  wish  very  much  that 
every  one  of  you  would  bring  up  that  matter  in  discussion 
upon  your  return  to  the  hospital,  and  I  shall  take  some 
steps  to  get  an  expression  of  the  formulation  of  plans  at 
the  next  meeting  with  the  superintendents  or  by  circular. 

I  wish  to  thank  the  authorities  of  this  hospital  and  the 
staff,  and  especially  those  who  have  contributed  to  the 
programme,  for  their  work  and  for  the  benefit  they  have 
bestowed  on  us. 


REPORT  OF  THE  INTER-HOSPITAL  CONFER- 
ENCE OF  PHYSICIANS  HELD  AT  THE 
BINGHAMTON  STATE  HOSPITAL,  BING- 
HAMTON,  N.  Y.,  MARCH  17  AND  18,  1908. 

Present — 

Dr.  Adolf  Meyer,  Director  of  the  Pathological  Institute 
Dr.  William  L.  Russell,  Medical  Inspector  of  the  State  Commission 
in  Lunacy. 

Dr.  R.  M.  Elliott,  Dr.  J.  W.  Russell,  Dr.  W.  H.  Montgomery, 
and  Dr.  W.  A.  Smith  of  the  Willard  State  Hospital. 

Dr.  Maurice  C.  Ashley,  Dr.  Julia  F.  Fish,  Dr.  G.  F.  Brewster, 
and  Dr.  H.  B.  Ballou  of  the  Middletown  State  Homeopathic 
Hospital. 

Dr.  I.  L.  Walker,  Dr.  W.  H.  Veeder,  and  Dr.  E.  P.  Ballantine 

of  the  Rochester  State  Hospital. 
Dr.  E.  M.  Somers  and  Dr.  E.  A.  Nevin  of  the  St.  Lawrence  State 

Hospital. 

Dr.  H.  P.  Frost  and  Dr.  Helene  Kuhlmann  of  the  Buffalo  State 
Hospital. 

Dr.  C.  von  A.  Schneider  and  Dr.  R.  Montfort  Schley  of  the 
Gowanda  State  Hospital. 

Dr.  G.  O'Hanlon  of  the  Kings  Park  State  Hospital. 

Dr.  F.  W.  Parsons  of  the  Hudson  River  State  Hospital. 

Dr.  J.  E.  Haight  of  the  Utica  State  Hospital. 

Dr.  R.  S.  Macdonald  of  the  Dannemora  State  Hospital. 

Dr.  John  I.  McKelway  of  Glenmary,  Ovvego,  N.  Y. 

Dr.  Charles  G.  Wagner,  Dr.  H.  W.  Eggleston,  Dr.  Edward 
Gillespie,  Dr.  James  V.  May,  Dr.  Charles  G.  Lyon.  Dr 
William  J.  Tiffany,  Dr.  R.  E.  Blaisdell,  Dr.  Eloise  Walker, 
Dr.  W.  A.  Harris,  and  Dr.  R.  M.  Chapman  of  the  Binghamton 
Hospital  staff. 

The  first  session  of  the  meeting  was  held  in  the  after- 
noon of  March  17th.  After  brief  introductory  remarks 
by  Dr.  Charles  G.  Wagner,  the  superintendent  of  the 
hospital,  Dr.  Adolf  Meyer,  Director  of  the  Pathological 
Institute,  Wards  Island,  New  York  City,  was  invited  to 
take  the  chair  and  to  assume  the  direction  of  the  meeting. 
July — 1908 — h 


204 


The  first  session  of  the  medical  programme  was  opened 
by  Dr.  H.  W.  Eggleston  with  the  presentation  of  a  phy- 
sician who  exhibited  a  "  mono-delusional  state  associated 
with  and  following  the  excessive  administration  of  mor- 
phine and  cocaine."  He  had  been  more  than  twenty  years 
in  the  active  practice  of  his  profession.  Prior  to  admis- 
sion he  had  taken  morphine  and  cocaine  in  large  quanti- 
ties for  upwards  of  eight  years.  He  was  twice  admitted 
to  the  hospital  making  a  good  recovery  each  time  except 
for  the  retention  of  one  delusional  idea.  This  delusion 
remains  well  marked  and  persistent.  He  asserts  that  the 
muscles  of  his  skin  project  rapidly  and  forcibly  a  white 
chemical  substance  from  many  points  where  hypodermic 
injections  were  formerly  made.  This  forcible  mechanical 
expulsion  he  believes  he  can  demonstrate.  The  special 
significance  of  this  case  appears  to  be  the  prominence  of  a 
delusional  state  in  a  highly  intelligent  physician  who  in 
other  respects  appears  to  be  sane  and  capable  of  success- 
fully practicing  his  profession. 

Dr.  H.  W.  Eggleston  reported  the  case  as  follows: 

Case  of  T.  B.  V.  Patient  admitted  to  the  hospital 
twice.  First,  February  29,  1904.  Aged  45 ;  occupation, 
physician. 

Anamnesis:  Patient  normal  at  birth;  one  of  three 
children.  Father  died  of  typhoid  fever;  mother  of  car- 
cinoma of  the  liver  many  years  ago.  Early  history  prac- 
tically uneventful  except  for  unusual  mental  ability ;  in  fact 
patient  won  prizes  in  schools  which  he  attended,  finishing 
with  one  of  the  highest  prizes  in  the  gift  of  the  College  of 
Physicians  and  Surgeons  in  New  York,  where  he  gradu- 
ated in  medicine.  After  graduation  repaired  to  his  home 
and  owing  to  his  father's  illness  assumed  his  practice 
which  he  conducted  profitably  for  some  years.  Married; 
had  two  children,  both  alive  and  healthy.  His  wife  died 
and  patient  married  again;  second  wife  now  alive. 
Patient  moved  to  this  city  twelve  years  since  and  acquired 
an  unusually  large  practice.  About  eight  years  since 
commenced  taking  morphia  and  comparatively  shortly 
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afterward  added  cocaine.  Both  drugs  were  taken  hypo- 
dermatically.  The  effects  seemed  to  be  exaltation  and 
delusion.  The  quantity  was  increased  until  the  dose 
became  4  gm.  of  morphia  and  one  gm.  of  cocaine  per 
diem.  Showed  delusions  to  be  described  later,  about 
one  year  before  admission.  Accompanying  these  was  an 
entire  change  of  patient's  personality  both  physically  and 
mentally.  Patient  had  attained  an  heroic  physique  show- 
ing strength  in  every  muscular  group.  From  that  con- 
dition he  dwindled  well  nigh  to  a  skeleton.  His  entire 
mental  personality  underwent  a  change  from  that  of  a 
happy,  successful  man  to  that  of  a  morose,  depressed, 
quarrelsome,  restless,  and  irritable  person.  Alcohol  never 
used.  Accompanying  this  condition  was  an  unusual 
delusion,  namely,  that  the  skin  muscles  at  point  of  hypo- 
dermatic injection  of  drugs  would  comparatively  shortly 
afterward  contract  with  such  violence  as  to  force  a  pellet 
of  peculiar  substance,  thought  by  the  patient  to  be  mor- 
phine and  cocaine,  through  his  clothing  to  the  outside  of 
his  outer  clothing  where  it  always  remained  and  was  visi- 
ble. He  believed  that  he  lost  part  of  the  action  of  the 
drug  thereby. 

Upon  admission  to  the  hospital  patient  was  found  to  be 
a  fairly  well  developed  man  but  very  thin.  Many  discol- 
ored spots  on  arms  and  legs  (hypodermatic  nodules). 
Pupils  were  equal  but  both  somewhat  irregular;  they 
reacted  normally  to  light;  gait  somewhat  abnormal  in 
that  it  was  of  a  staggering  nature.  Patellar  reflexes 
apparently  absent  in  the  left  and  slight  in  the  right 
knee.  Superficial  reflexes  apparently  absent.  Deep  re- 
flexes present  but  diminished.  Respiration  rapid  and 
regular. 

Case  under  observation  and  treatment  progressed 
rapidly.  Complete  withdrawal  of  drug  in  comparatively 
short  time. 

Mental  State :  Patient  constantly  reiterated  the  delu- 
sion mentioned;  although  his  progress  physically  and, 
in  other  respects,  mentally  appeared  to  tend  toward  rapid 
recovery,  his  delusion  remained  and  has  always  been 
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tainted  with  persecutory  coloring.  Patient  described  this, 
delusion  upon  every  occasion  upon  which  he  could  get  the 
ear  of  the  physician,  in  minute  detail.  His  descriptions 
were  uniform  and  regular  and  did  not  contradict  one 
another.  He  went  so  far  as  to  say  that  he  could  feel  these 
explosions  and  experience  a  certain  relief  immediately. 
He  was  voluble  and  frequently  appeared  exalted,  although 
he  had  no  actual  grandiose  ideas.  His  stream  of  thought 
was  clear,  consecutive  but  abnormally  rapid.  He  failed 
to  appreciate  the  gravity  of  his  incarceration  in  an  insti- 
tution. Depression  ceased  almost  immediately.  He  pro- 
ceeded to  recovery  and  discharge  on  July  i,  1904. 

Diagnosis  and  conclusion  at  that  time — Insanity  due  to 
drug  habituation.     (Morphine  and  cocaine). 

Patient  returned  to  his  practice  and  did  well  until  about 
July,  1906.  He  had  had  one  or  two  attacks  of  rheuma- 
tism during  which  the  pain  was  severe.  This  caused  him 
to  return  to  his  drug  addiction.  He  rapidly  increased  his 
dose  and  suffered  the  same  symptoms  in  an  exaggerated 
manner  as  before.  He  was  again  admitted  December  21, 
1906.  On  second  admission  his  history  was  amplified 
symptomatically.  Most  of  his  daily  acts  were  conducted 
in  an  irregular  and  in  some  cases  in  an  irrational  manner. 
He  slept  at  irregular  intervals  but  not  very  long  at  a 
time.  He  did  ridiculous  things  such  as  starting  out  very 
late  at  night  to  collect  bills  and  perform  other  perfunc- 
tory duties.  He  had  outbursts  of  shouting,  singing  and 
profanity;  neglected  his  practice  and  at  the  time  of  com- 
mitment had  practically  none.  During  his  absence  from 
the  hospital  as  a  patient  he  had  called  upon  repeatedly  and 
in  fact  treated  some  persons  in  this  neighborhood  medi- 
cally. It  was  noted  that  all  through  this  time  the  patient 
never  ceased  to  describe  his  ideas  regarding  the  explosive 
character  of  the  skin  of  his  body  after  hypodermatic  injec- 
tion of  drugs.  At  the  time  of  his  admission  he  was  think- 
ing of  preparing  a  paper  on  his  peculiar  case,  to  be  read 
before  the  County  Medical  Society.  He  was  prepared 
with  clothing,  sheets,  etc.,  in  order  to  demonstrate  ocu- 
larly his  delusions.    He  had  lost  much  weight. 
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Mental  Examination  :  Marked  mental  and  motor  ex- 
citement, extremely  restless,  volubility,  but  fairly  well 
connected  sentences;  appears  to  be  constantly  interested 
in  but  one  thing,  namely,  the  delusion  above  referred  to. 
Patient  proceeded  fairly  well  after  withdrawal  of  drug  and 
was  discharged  July  13,  1907.  Was  employed  at  the  hos- 
pital as  a  fireman  for  some  time  and  then  returned  to  his 
practice  which  he  is  still  following.  He  discusses  his  case 
with  the  utmost  freedom  and  upon  request  offered  to  pre- 
pare an  exhaustive  treatise  on  the  unusual  matter  which 
occupies  much  of  his  thought.  He,  however,  called  at 
the  hospital  a  short  time  since  and  asked  that  he  be  not 
required  to  prepare  the  paper.  He  is  however  anxious 
to  meet  the  physicians  and  describe  his  case.  He  is  still 
possessed  of  the  delusion  above  referred  to. 

Diagnostic  conclusion — Mono-delusional  state,  associ- 
ated with  over-administration  of  narcotics. 

Principal  contention — Permanence  of  mental  states  thus 
acquired. 

Patient  exhibited  for  examination. 

The  examination  of  the  patient  by  Dr.  Meyer  showed 
him  to  be  a  well  built,  intelligent  looking  man.  He  gave 
with  perfect  ease  a  description  according  to  which  he  would 
inject  cocaine  in  a  place  in  order  to  be  able  to  inject  several 
syringes  of  morphine  in  the  same  place.  About  five 
minutes  later  he  would  notice  a  sensation  which  led  him 
to  try  to  hold  some  absorbent  cotton  over  the  spot  and  he 
thought  it  would  twist  it  up  on  the  inside.  He  thought 
his  cotton  underwear  would  get  twisted  in  this  way  and 
tear  through  the  clothing;  he  could  see  the  pellets  and  can 
not  believe  that  they  came  from  the  outside,  but  "  perhaps  " 
from  another  part  of  the  body.  He  also  claims  to  have 
been  able  to  hear  a  thumping  against  paper  that  he  might 
hold  near  the  place  of  injection.  He  collected  some  on  a 
blotter,  but  a  chemist  could  not  find  anything.  His  main 
contention  was  that  he  could  only  show  these  things  at  the 
time  and  that  he  simply  thought  that  it  was  because  he 
was  using  the  drug  in  a  manner  different  from  other 
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people.  He  claims  never  having  paid  any  more  attention 
to  the  matter  since  the  first  night  of  his  admission. 

The  question  which  Dr.  Meyer  tried  to  get  at  was 
whether  the  patient  merely  stuck  to  a  rather  odd  interpre- 
tation of  peculiar  sensations  and  observations  after  the 
type  of  so  many  self-assertive  men  who  have  made  an 
observation  and  want  to  communicate  it,  or  a  delusion, 
with  any  special  additional  connections.  The  latter  did 
not  seem  to  be  substantiated.  He  claims  he  could  show 
these  phenomena  only  a  short  time  after  the  injection  and 
only  over  the  place  of  the  injection. 

Dr.  Elliott  inquired  into  a  possible  relationship  between 
this  condition  and  what  the  patients  feel  in  delirium  tre- 
mens, and  Dr.  Eggleston  asked  whether  delusions  of  a 
delirium  tremens  would  stay  so  long. 

Dr.  John  Russell  recalls  a  case  of  delirium  tremens  in  a 
man  who  went  to  the  superintendent  after  the  attack  to 
complain  that  the  nurse  used  to  go  outside  of  the  door  of 
his  room  and  read  long  articles  just  to  annoy  him.  He 
also  suggested  that  the  peculiar  judgment  defect,  the  dis- 
crepancies of  reflexes  with  the  irregular  pupils  mentioned 
by  Dr.  Eggleston  and  a  slight  speech  defect  aroused  his 
suspicion  of  general  paralysis. 

Special  tests  did  not  demonstrate  any  disorders  in  this 
direction. 

Dr.  Meyer  saw  in  the  case  an  interesting  question  as  to 
whether  we  could  speak  of  a  paranoid  state  or  not.  He 
felt  inclined  to  say  no,  because  the  ideas  did  not  seem 
closely  connected  with  the  person's  thoughts,  tendencies 
and  desires,  and  hardly  of  a  character  that  might  become 
a  central  dominant  thought  of  the  patient's  life.  He  can 
not  see  any  persecutory  connections.  He  was  more  in- 
clined to  see  in  the  case  a  self-assertive  defense  of  an 
observation  which  the  patient  considered  the  most  in- 
teresting observation  about  his  drug  experience,  very 
much  as  another  case  of  drug  effect  in  a  man  of  his  ac- 
quaintance; at  the  cessation  of  a  course  of  opium  during 
a  peritonitic  condition,  the  patient  at  night  was  taken  with 
a  peculiar  feeling  as  if  his  breathing  would  stop  unless  he. 
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continued  it  voluntarily  and  intentionally;  he  therefore 
had  a  fear  of  going-  to  sleep.  His  physician  looked  upon 
this  as  a  hysterical  phenomena  while  the  patient  main- 
tained that  it  was  a  temporary  interference  with  automatic 
breathing  due  to  the  sudden  cessation  of  the  drug.  The 
notion  of  the  patient  demonstrated  by  Dr.  Eggleston  was 
somewhat  more  elaborated  but  not  wholly  out  of  keeping 
with  the  ordinary  manner  and  characteristics  of  the  patient. 

Concerning  the  suspicion  of  general  paralysis,  he  re- 
membered clearly  having  shown  a  case  of  intoxication 
with  bromide  as  a  case  of  general  paralysis  at  one  of  his 
first  clinics  in  1895;  since  then  he  is  rather  careful  about 
using  slight  speech  disorders,  etc.  alone  as  a  foundation 
of  a  diagnosis  of  general  paralysis. 

The  second  case  brought  before  the  meeting  was-  pre- 
sented by  Dr.  H.  W.  Eggleston.  It  was  one  of  "Alcoholic 
Polyneuritis  with  Paramnesia  (Korsakow's  psychosis)". 
This  case  presented  a  slight  alcoholic  history  consisting- 
mainly  of  the  daily  use  of  a  comparatively  small  amount 
of  beer.  A  fairly  complete  history  was  obtainable.  The 
patient  has  an  ataxic  gait,  unequal  and  irregular  reflexes, 
and  amnesia.  The  special  significance  of  this  case  ap- 
pears to  be  the  development  of  a  polyneuritic  psychosis  as 
the  result  of  a  limited  consumption  of  a  stimulant  in 
which  alcohol  was  presented  in  only  small  proportion. 

The  history  of  the  case  was  read  by  Dr.  Eggleston  as 
follows : 

Case  of  F.  W.  K.  Patient  admitted  December  17, 
1902,  from  Albany;  aged  45;  married;  two  children,  both 
dead;  occupation,  bookbinder;  native  of  United  States 
as  was  father  and  mother.  Father  and  mother  both  alive 
at  that  time,  but  since  dead. 

Upon  admission  patient  was  physically  in  fair  con- 
dition. A  short  abstract  from  his  physical  examination 
reads  as  follows:  Fairly  well  developed  and  nourished 
man  of  middle  age;  weight  134  lbs. ;  height  5  ft.  8^  in.  ; 
skin  color  white,  face  ruddy;  hair  brownish  gray  and  thin ; 
temperature  99.2.    Subjective  sensations,  feels  bad  all 


210 


over;  says  be  is  weak;  that  his  head  is  a  "little  off". 
Facial  expression  does  not  indicate  sadness  but  shows 
slight  depression.  Eyes  apparently  normal  except  for  a 
slightly  yellow  conjunctiva  due  to  a  disturbance  of  the 
liver;  arcus  senilis  in  both  eyes;  pupils  somewhat  dilated 
but  equal,  regular,  react  and  accommodate  normally; 
field  of  vision  normal;  color  sense  normal.  Hearing,  nor- 
mal. Taste,  sugar  and  acetic  acid,  but  can  not  recognize 
salt  or  quinine.  Smell,  can  smell  anything  but  apparently 
can  not  name  it.  Differentiates.  Recognizes  ammonia. 
Cutaneous  sensibility,  over  ulnar  surfaces  anteriorly  and 
posteriorly  present  but  diminished  on  test  with  finger  tip 
and  pin.  Sole  and  dorsum  of  foot  and  legs  below  knee 
show  diminished  tactile  sensibility.  Localization  of  touch 
delayed  especially  in  the  areas  noted  above.  Sensibility 
to  pain  apparently  normal  in  other  areas.  Sensation  for 
heat  delayed  in  other  areas.  Stereognostic  sense  good; 
occasional  numbness  in  calves  of  legs;  sensation  of  elec- 
tricity in  legs.  Xo  tenderness  of  muscles  or  nerve  areas. 
Balancing  power  apparently  fair;  some  loss  of  co-ordina- 
tion of  upper  limbs;  walked  a  line  fairly  well;  grip  greater 
on  left  but  diminished  on  both — (right-handed).  Reflexes, 
masseteric,  elbow,  wrist,  and  knee-jerk  absent.  Achilles 
present  on  both  sides;  no  ankle  clonus.  On  plantar  stimu- 
lation on  right  side  slight  flexion  of  smaller  toes,  on  left 
very  slight  extension  of  great  and  smaller  toes.  Gluteal 
reflex  present;  cremasteric  absent.  Abdominal  and  epi- 
gastric present.    Scapular  and  palmar  absent. 

History  of  case  is  practically  uneventful  and  although 
patient  is  credited  with  the  use  of  alcohol,  a  singular  and 
interesting  feature  of  the  case  is  that  after  the  most  careful 
search  of  his  history  we  can  not  find  that  he  did  more  than 
drink  a  comparatively  small  amount  of  beer,  say  three  or 
four  glasses  per  day. 

Onset  of  disease  about  one  year  before  admission. 

Mental  Examination:  Attitude  and  appearance  one  of 
depression  and  anxiety  until  spoken  to  when  he  appeared 
to  clear  up.  Introspective  qualities  exaggerated.  Pa- 
tient has  gradually  given  rise  to  further  symptoms  both 
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physically  and  mentally  and  appears  now  to  be  suffering 
from  polyneuritis  with  paramnesia.  His  case  while  in  this 
hospital  contains  a  wealth  of  detail  and  several  diagnoses 
have  been  made  upon  him.  Amnesia  appears  to  be  his 
principal  mental  symptom  and  a  somewhat  tabetic  gait  is 
the  principal  physical  symptom  at  this  time. 

The  patient  was  presented  at  the  meeting.  The  exami- 
nation by  Dr.  Meyer  showed  that  the  patient  was  oriented 
as  to  place,  and  as  to  the  immediate  situation;  but  he 
thought  it  was  March,  1906;  he  complains  of  inability  to 
recall  the  past.  "Within  the  last  hour  I  began  to  grasp 
the  situation."  "I  have  just  woke  up,"  a  statement  often 
repeated ;  to  a  comment  about  this  habit  he  says  :  "I  pro- 
pose to  stay  woke  up  now."  The  patient  gives  '57  as  the 
year  of  birth;  this  is  1906;  his  age  49.  The  year  of  mar- 
riage is  not  remembered;  he  does  not  remember  the 
death  of  his  mother  three  months  ago.  There  probably 
are  some  mistakes  in  the  account  of  the  sequences  of  his 
occupations.  He  admits  occasionally  drinking  beer  before 
breakfast. 

Dr.  Frost  pointed  to  this  admission  as  a  rather  serious 
evidence  of  probably  more  alcoholism  than  the  patient  and 
his  friends  knew  of. 

Reference  was  also  made  to  an  epidemic  of  polyneuritis 
from  beer  in  England,  due  in  part  to  the  presence  of  ar- 
senic in  the  beer.  There  are  undoubtedly  also  cases  of 
purely  gastric  disorders  with  polyneuritis  on  record.  As 
to  the  long  persistence  of  the  symptoms,  this  is  decidedly 
the  rule  rather  than  the  exception. 

The  second  session  of  the  meeting  was  opened  in  the 
Pathological  laboratory  in  the  evening  by  Dr.  James  V. 
May  who  presented  an  exhaustive  review  of  the  pathologi- 
cal work  that  had  been  done  at  the  Binghamton  State 
Hospital  during  the  preceding  two  years.  Dr.  May  ex- 
hibited many  fine  specimens  which  were  examined  and 
discussed  at  length. 
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REVIEW  OF  THE  PATHOLOGICAL  WORK  AT 
BINGHAMTON. 

By  Dr.  James  V.  May. 

During  the  year  ending  September  30,  1906,  there  were 
120  deaths;  44,  or  36.6^  of  these  cases  came  to  autopsy. 
Since  April  15,  1906,  there  have  been  no  autopsies. 

During  the  year  ending  September  30,  1907,  there  were 
108  deaths  in  the  hospital;  63,  or  58$  of  these  cases  came 
to  autopsy.  Of  these  7  were  cases  of  general  paresis;  37 
terminal  dementia;  one  acute  melancholia;  two  chronic 
melancholia;  4  epilepsy;  two  acute  mania;  3  chronic 
mania;  3  circular  insanit)r;  one  imbecility;  two  primary 
dementia;  one  paranoia. 

The  following  table  shows  the  causes  of  death  found  at 
the  autopsies:  Chronic  endocarditis  20;  lobar  pneumonia 
6;  pulmonary  tuberculosis  14;  softening  of  the  brain  two; 
general  paresis  4;  cystitis  and  pyelonephritis  one;  peri- 
tonitis one;  gumma  of  the  brain  one;  erysipelas  one; 
pleurisy  two;  asphyxiation  from  food  in  trachea  one; 
hypernephroma  one;  pericarditis,  acute  one;  mitral  steno- 
sis one;  broncho-pneumonia  two;  cardiac  hypertrophy 
with  dilatation  two;  cerebral  hemorrhage  one;  ulcer  of 
duodenum  one;  chronic  interstitial  nephritis  one. 

The  average  age  was  57.9. 

Of  the  63  cases  which  came  to  autopsy,  57  showed  either 
thickening  or  atheroma  of  the  mitral  valve ;  5 1  atheroma  of 
the  aorta;  36  atheroma  or  thickening  of  the  tricuspid  valve ; 
35  hypertrophy  of  the  left  ventricle;  31  atheroma  or  thick- 
ening of  the  aortic  valve;  14  dilatation  of  the  right  side  of 
the  heart,  and  10  evidences  of  a  former  pericarditis. 

In  five  cases  where  death  was  due  to  other  causes  healed 
tubercles  were  found.  Gall  stones  were  found  in  6  cases 
which  gave  no  previous  history  or  symptoms  of  gall  stones. 
Of  the  14  cases  of  pulmonary  tuberculosis,  tubercles  were 
found  in  the  intestinal  tracts  in  8  cases;  in  the  liver  in  5  ; 
in  the  spleen  in  3;  in  the  kidney  in  one;  and  in  the  adrenal 
in  one. 

In  one  case  there  were  tubercles  in  the  appendix.  One 
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case  (B.  751)  showed  a  duodenal  ulcer,  a  nodular  enteritis 
and  tubercles  in  the  liver  without  any  tubercles  anywhere 
else,  the  lungs  being  normal.  In  4  cases,  arterio-sclerotic 
softening  of  the  brain  was  observed.  One  tubercular 
supernumerary  spleen  was  found.  In  one  case  (707)  there 
was  a  hypertrophy  of  the  pituitary  body  with  hyaline  de- 
generation and  calcification  of  the  anterior  lobe.  One 
fibro-sarcoma  of  the  parotid  gland  was  recorded  (727)  and 
one  acute  parotitis  was  found  in  a  case  of  general  paresis. 
One  case  of  more  than  usual  interest  showed  a  hyper- 
nephroma of  the  right  kidney  weighing  3,180  gms.  and 
measuring  10X20X  15  cm. 

An  abstract  of  the  more  interesting  cases  follows: 

Anomalous  Appendix. 

Case  675.    A.  K.    Age  30.    Admitted  May  25,  1896. 

Diagnosis  :  Terminal  dementia.  There  is  nothing  in 
the  history  which  has  any  bearing  on  the  anomaly  found 
in  the  appendix  at  autopsy.  Patient  died  of  tuberculosis, 
lungs  being  extensively  involved.  The  appendix  was  7 
cm,  in  length  and  normal  in  size.  The  distal  end  was 
implanted  into  the  wall  of  the  ascending  colon  at  a  point 
about  18  cm.  above  the  lower  end  of  the  caecum.  The 
end  was  apparently  blind,  there  being  no  opening.  The 
wall  of  the  colon  was  reflected  upwards  around  the 
appendix  for  about  one  cm.  surrounding  it  thoroughly 
on  all  sides.  The  intestine  at  that  point  seemed  to 
be  perfectly  normal  with  no  signs  of  inflammation  or 
ulceration.  There  were  no  adhesions  to  any  place  and 
this  seems  to  have  been  a  congenital  anomaly.  Xo  open- 
ing into  the  appendix  could  be  found  at  its  ca^cal  end  and 
it  presented  the  appearance  of  a  fibrous  cord. 

Arterio-Sclerotic  Softening. 

Case  676.  O.  A.  F.  Age  71.  Admitted  May  12,  1903. 
Said  to  have  been  the  second  attack  of  insanity.  Pa- 
tient was  depressed,  at  times  agitated  and  excited;  He 
was  very  profane  and  often  voluble  and  noisy.  Showed 
delusions  of  persecution,   and  often  said  he  would  be 
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killed  and  go  to  hell;  said  he  had  to  fight  a  number  of 
people.  Often  emotional  and  cried  without  any  ap- 
parent reason.  On  being  questioned  regarding  it  said 
he  was  going  to  die  before  night  and  go  to  hell;  said 
his  bowels  never  moved.  Patient  was  disoriented  as  to 
place  and  time  and  showed  considerable  amnesia.  Had 
hallucination  of  hearing,  and  at  times  was  depressed  for 
•days  at  a  time.  Examination  of  the  heart  showed  an 
aortic  systolic  murmur.  The  vessels  were  atheromatous 
generally.  Patient  deteriorated  gradually  during  his  resi- 
dence at  the  hospital.  On  April  6,  1906,  he  had  what 
appeared  to  be  a  slight  shock  but  no  paralysis.  On  April 
20th,  patient  had  what  was  apparently  a  genuine  apoplexy 
and  became  suddenly  unconscious  and  paralyzed  in  the 
right  leg,  arm  and  right  side  of  the  face.  Remained  un- 
conscious during  the  day,  and  was  unable  to  talk  at  any 
time.  The  pupils  were  unequal,  the  left  being  larger. 
Both  were  regular  and  reacted  normally  to  light.  The 
head  was  thrown  to  the  left  and  the  tongue  protruded  in 
that  direction.  There  was  a  slight  Babinski  reflex  on  the 
right  side.  Patient  improved  to  such  an  extent  that  he 
was  able  to  take  liquid  nourishment  and  seemed  to  be  par- 
tially conscious  although  unable  to  speak.  Death  occurred 
eight  days  later.  On  autopsy  there  was  found  atheroma 
of  the  aorta  and  of  the  mitral  valves;  there  was  some 
thickening  of  the  tricuspid  valve  and  hypertrophy  of  the 
left  ventricle.  There  was  chronic  interstitial  nephritis  and 
general  arterio-sclerosis.  The  circle  of  Willis  and  other 
cerebral  vessels  were  markedly  atheromatous.  There  was 
an  area  of  softening  of  about  one  cm.  in  diameter  just  above 
the  posterior  limb  in  the  internal  capsule  on  the  left  side, 
but  not  involving  it  directly.  There  was  no  hemorrhage 
in  the  capsule. 

Microscopical  Examination:  (676.)  Nissl  stain  used 
for  sections  of  the  spinal  cord.  The  ganglion  cells  show 
numerous  collections  of  pigment.  In  some  places  the  cells 
stain  diffusely.  (5  C.)  The  cells  of  the  anterior  cornua 
are  markedly  pigmented.  This  is  true  of  all  the  segments. 
In  the  lumbar  region  there  are  large  collections  of  pig- 
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ments  in  the  cells  and  the  nuclei  of  some  are  displaced. 
(L.  i.)  Hematoxylin  and  eosin  stain  show  numerous 
corpora  amylacea  throughout  the  cord.  They  are  particu- 
larly numerous  in  the  postero-median  and  postero-lateral 
tracts,  as  well  as  the  direct  pyramidal  and  lateral  ground 
bundle  on  both  sides.  Tubercular  broncho-pneumonia, 
congestion  of  the  spleen,  liver  and  kidney. 

Arterio- Sclerotic  Softening. 

Case  684.  A.  D.  A.  Age  73.  Admitted  December  23, 
1905. 

Diagnosis :  Terminal  dementia.  The  vessels  were 
very  atheromatous  generally.  On  April  28,  1906,  this 
patient  had  what  appeared  to  be  an  apoplectic  attack 
with  right  crural  monoplegia.  Examination  showed  a 
complete  loss  of  motion  and  apparent  loss  of  sensation  in 
the  right  leg.  There  seemed  to  be  no  involvement  of 
the  face  and  arms.  The  left  pupil  seemed  to  be  larger 
than  the  right.  An  aortic  systolic  murmur  was  found. 
Patient  died  August  11,  1906.  On  autopsy  there  was 
a  marked  atheroma  of  the  arteries  generally.  There 
was  a  thickening  of  the  tricuspid  and  aortic  valves^ 
with  atheroma  of  the  mitral  valve  and  aorta.  There  was 
some  hypertrophy  of  the  left  ventricle  with  patches  of  old 
pericarditis.  There  was  a  small  area  of  broncho-pneu- 
monia in  the  lower  lobe  of  the  left  lung.  A  marked  area 
of  softening  was  found  in  the  mesial  surface  of  the  left 
hemisphere  involving  the  left  paracentral  lobule,  the 
mesial  aspect  of  the  first  frontal  convolution  and  extending 
backwards  to  within  two  cm.  of  the  parietal  occipital 
fissure.  On  the  external  aspect  of  the  hemisphere  the 
superior  parietal  lobule,  the  anterior  and  posterior  central 
convolution  and  part  of  the  first  frontal  were  involved. 
There  was  a  considerable  atrophy  of  the  frontal  convolu- 
tions. The  softening  was  apparently  due  to  an  athero- 
matous occlusion  of  the  branch  of  left  anterior  cerebral 
artery.  There  was  a  large  osteoma  growth  at  the  upper 
and  anterior  aspect  of  the  femur. 
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Microscopical  Examination:  Fatty  infiltration  of  the 
liver,  beginning  chronic  interstitial  nephritis.  Broncho- 
pneumonia.    Osteoma  of  the  femur. 

Rupture  of  the  Aorta. 

Case  685.    M.  G.    Age  64.   Admitted  October  10,  1905. 

Diagnosis:  Terminal  dementia.  Note  of  August  1, 
1906,  says  patient  is  in  failing  health  with  oedema  of 
the  lower  limbs  and  a  mitral  systolic  murmur.  Died 
suddenly  August  14,  1906.  On  autopsy,  100  c.  c.  of  blood 
were  found  in  the  pericardial  sac,  following  rupture  of 
the  heart.  There  was  a  linear  tear  of  about  two  cm.  in 
length  above  the  aortic  valve  and  opening  between  the 
aorta  and  pulmonary  arteries  where  a  large  clot  extended 
downwards  for  about  8  cm.  There  was  some  stenosis 
of  the  mitral  valve  with  hypertrophy  of  the  left  ven- 
tricle. The  aortic  valves  were  thickened  and  the  aorta 
atheromatous. 

Gumma  of  the  Brain. 

Case  696.  R.  E.  O.  Age  53.  Admitted  December 
18,  1900.     Fourth  admission. 

Diagnosis:  Recurrent  mania.  On  November  6,  1906, 
after  having  had  a  severe  headache  for  several  days  patient 
had  what  was  diagnosed  as  a  cerebral  hemorrhage.  The 
left  side  of  the  body  was  partially  paralyzed.  Patient 
remained  in  a  comatose  condition  until  he  died  on 
November  24th. 

Autopsy:  There  was  considerable  congestion  of  the 
meninges.  The  dura  was  firmly  adherent  to  the  cal- 
varium.  There  was  no  atheroma  of  the  circle  of  "Willis. 
Examination  showed  the  presence  of  a  growth  about  4 1  J 
cm.  in  diameter  internal  to  the  ascending  parietal  region 
on  the  right  side,  external  to  the  internal  capsule  and 
slightly  posterior  to  it.  The  most  of  the  growth  was  at  a 
level  slightly  above  that  at  the  internal  capsule.  The 
cerebral  vessels  were  not  atheromatous.  There  was  some 
thickening  with  atheroma  of  the  tricuspid  valve  with  a 
marked  atheroma  and  thickening  of  the  mitral  valve  and 
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atheroma  of  the  aorta.  The  aortic  valves  were  fairly  good. 
The  liver,  spleen  and  kidneys  were  congested. 

Microscopical  Examination;  Atheroma  and  calcification 
of  the  mitral  valve  and  aorta.  Small  area  of  pneumonia 
in  the  lungs.  Thickening  of  the  vessel  walls  in  the  lung, 
spleen  and  kidney.  Congestion  of  the  liver,  spleen  and 
kidney.  The  growth  in  the  brain  is  composed  of  numer- 
ous lymphoid  and  epitheloid  cells  with  numerous  plasma 
cells.  There  are  large  areas  of  necrosis  with  numerous 
blood  vessels  the  walls  of  which  are  intact.  There  were 
no  giant  cells.  The  growth  was  surrounded  by  an  imper- 
fectly formed  connective  tissue  capsule. 

Diagnosis:    Gumma  of  the  brain. 

Peritonitis  Following  Cystitis. 

Case  712.  J.  B.  Age  64.  Admitted  May  27,  1896, 
with  a  history  of  24  hours'  duration. 

Diagnosis :  Terminal  dementia.  January  12,  1907, 
patient  has  enlarged  prostate  with  albumen  and  a  large 
amount  of  pus  in  urine.  Patient  died  suddenly,  January 
29th. 

Autopsy :  A  patulous  foramen  ovale  was  found.  There 
was  a  general  peritonitis  with  about  500  c.c.  of  sero-puru- 
lent  fluid  in  the  abdomen.  The  small  intestines  were 
matted  together.  Bladder  wall  was  about  3  cm.  in  thick- 
ness with  numerous  abscesses  in  the  wall.  A  rupture  of 
one  of  these  in  the  abdominal  cavity  caused  the  perito- 
nitis. The  mucous  membrane  of  the  bladder  was  thick- 
ened, red  and  hemorrhagic.  Each  ureter  was  dilated  to 
about  the  size  of  the  little  finger.  There  was  a  chronic 
insterstitial  nephritis.  The  prostate  gland  was  consider- 
ably enlarged. 

Microscopical  Examination:  Thickening  of  various 
coats  of  the  bladder  wall  with  round  cell  infiltration  of  the 
mucous  and  muscular  layers. 

Hypernephroma. 

Case  720.  E.  H.  Age  74.  Admitted  March  9,  1903. 
On  admission  patient  was  excited,  voluble  and  noisy,  with 
hallucinations  of  hearing  and  vision.    He  was  amnesic  and 
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confused,  with  delusions  of  persecution.  Physical  exam- 
ination showed  arterio-sclerosis  but  no  heart  murmurs. 
Mental  condition  cleared  up  and  patient  was  allowed 
the  parole  of  the  grounds.  He  deteriorated  later,  how- 
ever, and  was  quite  demented  at  the  time  of  his  death. 
The  urine  showed  albumen,  epithelium  and  blood.  No 
casts  were  found.  By  March,  1907,  patient  had  become 
too  feeble  to  be  out  of  bed.  Temperature  was  sub-normal 
and  the  pulse  weak  and  irregular.  There  was  an  enlarge- 
ment plainly  felt  in  the  region  of  the  gall  gland.  Abdom- 
inal veins  were  extended.  After  suffering  from  a  mild 
attack  of  diarrhoea  patient  died  on  March  7,  1907.  The 
right  kidney  weighed  31.80  grms.  measuring  10  cm.  in 
thickness,  20  cm.  in  length  and  15  cm.  in  width.  The 
organ  was  firm,  hard,  dark  in  color  outside,  with  the  ap- 
pearance in  areas  of  fatty  degeneration  on  sectioning.  It 
was  a  somewhat  lobulated  structure,  divided  into  three  or 
four  large  lobes  by  connective  tissues.  There  was  little 
appearance  of  kidney  structure  remaining.  This  large 
mass  lay  just  below  the  liver  and  was  adherent  to  the 
stomach,  duodenum,  small  intestines  and  pancreas,  the 
latter  being  slightly  involved  by  the  growth.  There  was 
a  number  of  large,  softened  nodular  masses  attached  to 
the  growth  and  adherent  to  the  pancreas  and  small  intes- 
tines just  anterior  to  the  lumbar  vertebra.  The  stomach 
and  liver  were  not  involved  by  the  growth,  nor  were  the 
intestines,  the  pancreas  apparently  being  the  only  organ 
involved  aside  from  the  kidney.  There  were  several  large 
masses  about  2x4  cm.  along  the  upper  thoracic  vertebrae, 
probably  enlarged  mediastinal  glands.  The  left  kidney 
was  much  congested. 

Microscopical  Examination:  The  tumor  showed  an  ir- 
regular alveolar  structure,  some  of  the  alveoli  being  filled 
with  irregular  polygonal  cells  of  various  shapes,  some  with 
one  nucleus  and  some  with  two  or  more  nuclei.  Some  of 
these  cells  showed  vacuoles.  The  alveoli  were  generally 
lined  with  columnar  cells  the  ends  of  which  rested  on  the 
capillary  wall.  The  capillaries  were  very  numerous.  In 
some  places  there  were  large  hemorrhages  and  in  other 
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places  large  areas  of  necrosis.  Numerous  nodules  in  the 
kidney  region  showed  the  same  structure  but  with  larger 
alveoli  and  larger  cells,  some  containing  six  or  ten  nuclei. 
Some  of  the  nodules  showed  large  areas  of  necrosis.  The 
mediastinal  and  retro-peritoneal  lymph  glands  showed  a 
similar  structure.  The  pancreas  were  involved  in  the 
growth  and  showed  the  same  type  of  alveoli  and  cells. 
The  pancreatic  structure  not  involved  in  the  growth 
showed  a  considerable  degree  of  cirrhosis,  with  a  hyper- 
trophy of  the  Islands  of  Langerhaus. 
Diagnosis :  Hypernephroma. 

Amyloidosis. 

Case  722.  M.  G.  Age  48.  Admitted  October  21, 
1890. 

Diagnosis:  Chronic  mania.  May  14,  1903,  patient  is 
suffering  from  tubercular  involvement  of  both  lungs  and 
had  a  small  pulmonary  hemorrhage.  Died  March  10, 
1907.  The  liver,  kidneys,  and  pancreas,  showed  amyloid 
degeneracy.  y 

Microscopical  Examination;  Amyloid  degeneration  of 
the  glomeruli  and  vessel  walls  of  the  kidney. 

Cerebral  Hemorrhage. 

Case  743.    M.  F.    Age  48.    Admitted  May  13,  1890. 

Diagnosis :  Recurrent  mania.  Three  previous  attacks. 
January  n,  1900,  vaginal  examination  showed  fibroid 
uterus.  August  6,  1906,  patient  suddenly  became  un- 
conscious and  died  within  a  few  hours. 

Autopsy :  It  was  found  that  there  was  an  extensive 
hemorrhage  of  the  brain. 

Microscopical  Examination  :  Hemorrhage  from  the 
right  lenticulo-striate  artery.  Both  lateral  ventricles  filled 
with  blood. 

Absence  of  Right  Kidney;  Arterio-Sclerotic 
Softening. 

Case  746.    J.  O'D.    Age  67.    Admitted  May  27,  1896. 
Diagnosis :    Terminal  dementia.    Had  a  history  of  36 
years'  duration  before  admission.    April  23,  1905,  patient 
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had  an  attack  of  paralysis  during-  the  night  involving  the 
left  arm,  forearm  and  hand.  There  was  a  partial  loss  of 
power  in  that  side  but  no  loss  of  sensation.  By  May  3d 
the  limb  was  entirely  recovered.  August  14,  1907,  patient 
was  found  in  bed  unconscious  in  the  morning-,  the  right 
side  apparently  partially  paralyzed,  with  Babinski  reflexes 
on  both  sides.  There  were  albumen  and  granular  casts 
in  the  urine.  Patient  partially  regained  consciousness 
but  died  within  twenty-four  hours. 

Autopsy :  It  was  found  that  there  was  no  right  kidney. 
There  was  no  right  renal  artery.  At  the  place  where  the 
ureter  should  empty  into  the  bladder  there  was  a  blind 
pouch  Y±  of  an  inch  long. 

Microscopical  Examination :  Softening  of  the  left 
supra-marginal  and  angular  gyri  and  of  the  temporal  lobe. 

Arterio-Sclerotic  Softening. 

Case  757.  J.  K.  Age  66.  Admitted  February  18, 
1907. 

Patient  was  amnesic,  confused,  restless,  noisy,  disori- 
ented and  markedly  deteriorated.  The  pupils  were  equal, 
regular  and  reacted  to  light  and  accommodation.  The 
left  knee-jerk  was  exaggerated  and  the  right  diminished. 
There  were  fine  tremors  of  the  fingers  of  both  hands. 
There  was  decided  arhythmia  but  no  heart  murmur. 
General  arterio-sclerosis.  The  urine  showed  albumen  but 
no  casts.  Patient  soon  began  to  have  failing  vision.  Ex- 
amination of  the  eyes  showed  albuminuric  retinitis.  Died 
October  12,  1907.  Broncho-pneumonia. 

Autopsy:  The  basilar  vessels  were  extremely  athe- 
romatous. There  was  an  area  of  softening,  involving  the 
hippocampi,  the  infra-calcarine  and  the  fourth  temporal 
convolution  of  the  left  side. 

Carcinoma  of  the  Lung,   Liver,   Kidney  and  Uterus 
and  Cecum.    Patulous  Foramen  Ovale. 

Case  761.    M.  F.    Age  67.     Admitted  May  19,  1892. 
Terminal  dementia.    In  1903  said  to  have  had  a  chronic 
bronchitis,  thought  to  be  of  tubercular  origin.  Septem- 


ber  20,  1907,  chronic  diarrhoea.  September  25,  1907, 
vomits  occasionally.  Vomited  material  offensive  some- 
times green  and  at  times  dark,  and  occasionally  consisting- 
of  undigested  food.  Complained  of  pain  in  the  stomach, 
and  had  a  tenderness  on  pressure  over  the  epigastrium  and 
right  hypochondrium.  The  stools  at  that  time  were  offens- 
ive, light  brown  in  color  and  liquid  in  character,  contain- 
ing no  blood.  November  5,  stools  contained  blood  and 
mucus.    Died,  November  13,  1907. 

Autopsy :  Small  nodular  growth  about  1  cm.  in  diameter 
wras  found  at  the  root  of  the  left  lung.  It  was  hard  and 
whitish  in  appearance.  Several  large  whitish  nodular 
growths  were  found  in  the  liver.  They  were  closely  cir- 
cumscribed, and  one  in  the  right  lobe  measured  7  cm.  in 
diameter.  There  were  numerous  smaller  ones.  There 
was  a  mass  composed  of  numerous  large  and  small  nod- 
ular growths  in  the  caecum  and  surrounding  the  ileo-caecal 
valve.  These  nodules  were  all  quite  hard  and  were  white 
in  appearance.  There  where  several  of  these  small  nod- 
ules in  the  walls  of  the  small  intestines.  A  mesenteric 
gland  and  the  retro-peritoneal  glands  were  involved. 
There  were  also  numerous  small  nodules  in  the  dia- 
phragm. There  was  a  patulous  foramen  ovale  with  a 
large  valvular  opening  about  y2  cm.  in  length.  Both  kid- 
neys showed  small  and  numerous  nodules  similar  to  those 
mentioned  above.  There  was  one  in  the  left  kidney  about 
y2  cm.  in  diameter  and  one  about  twice  that  size  in  the 
right  kidney.  There  was  also  a  growth  of  the  same 
description  in  the  uterine  wall.  This  was  1%  cm.  in 
diameter. 

Microscopical  Examination :  Carcinoma  of  the  lungs, 
liver,  kidney  and  uterus.  The  growth  in  each  of  these 
regions  consisted  of  masses  of  polymorphous  epithelial 
cells  surrounded  by  connective  tissue.  The  epithelial 
cells  were  of  various  shades  and  sizes,  some  containing 
several  nuclei.  The  growth  in  the  liver  showed  extensive 
areas  of  necrosis. 
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Patulous  Foramen  Ovale;  Status  Epilepticus. 

Case  762.  K.  G.  Age  43.  Admitted  March  19,. 
1884. 

Epileptic  dementia.  Has  had  as  many  as  eight 
convulsions  in  one  day;  sometimes  went  months  with- 
out any.  Said  to  have  had  sixty-eight  convulsions  in 
one  day  in  1898.  Died  November  18,  1907,  in  status 
epilepticus. 

Autopsy  :    Patulous  foramen  ovale. 

Carcinoma  of  Stomach. 

Case  765.  P.  R.  Age  73.  Admitted  February  14, 
1884. 

Diagnosis:  Terminal  dementia.  In  November,  1907, 
patient  was  feeble,  emaciated,  has  but  little  appetite,  has 
a  cough  and  purulent  expectoration;  is  losing  ground 
rapidly.  November  22,  1907,  vomited  some  undigested 
food  but  no  blood.  Patient  had  a  mild  attack  of  diarrhoea, 
usually  with  three  or  four  evacuations  during  the  day. 
This  attack  began  several  days  before  death.  There  was 
no  blood  in  the  faeces.  Patient  died  on  November  27th, 
from  diarrhoea  and  exhaustion. 

Autopsy :  Showed  several  healed  tubercles  at  the  apices 
of  the  lungs.  There  was  a  small  area  of  broncho-pneu- 
monia at  the  base  of  the  left  lung.  Posterior  wall  of  the 
stomach  was  much  thickened  and  indurated  with  a  red  sur- 
face and  with  thickened  ulcerated  patches  presenting  the 
appearance  of  carcinoma.  The  greater  part  of  the  pos- 
terior wall  of  the  stomach  was  involved.  The  growth  was 
hard  in  character.  The  stomach  was  adherent  to  the  left 
lobe  of  the  liver.  The  mucus  membrane  of  the  large 
intestine  and  the  lower  part  of  the  ilium  wras  red  and 
inflamed. 

Microscopical  Examination  :  The  microscope  shows 
the  growth  to  be  carcinomatous  in  character.  The 
growth  in  some  places  seemed  to  be  of  a  glandular  type. 
There  were  some  areas  of  necrosis. 
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Aortic  Stenosis. 

Case  774.  D.  W.  Age  67.  Admitted  August  13, 
1895. 

History  of  several  previous  attacks. 
Diagnosis :  Melancholia. 

August  15,  1895,  patient  said  to  have  mitral  regurgita- 
tion, and  tubercular  involvement  of  both  lungs.  January 
I9°3^  heart  hypertrophied  and  dilated.  Mitral  mur- 
mur. Bronchitis  and  emphysema.  March  15,  1905,  loud 
systolic  murmur  heard  all  over  the  heart,  but  heard  best 
over  the  apex.  April  15,  1907,  suffering  from  an  attack 
of  acute  articular  rheumatism,  both  ankles  being  involved. 
December  28,  1907,  dyspnoea  and  occasional  syncope. 
Died  suddenly  January  18,  1908. 

Autopsy :  Patient  was  found  to  have  pulmonary  tuber- 
culosis. The  pericardium  was  thickened  and  adherent 
throughout.  The  epicardium  was  rough  and  white. 
Tricuspid  valve  was  thickened  and  the  left  ventricle 
largely  dilated.  There  was  a  large  adherent  thrombus  at 
the  base  of  the  left  ventricle.  The  aortic  valve  was 
occluded  by  a  large  calcarious  vegetation  and  atheromatous 
thickening  of  the  valves.  The  left  ventricle  was  hyper- 
trophied and  the  left  auricle  dilated.  There  was  a  general 
arterio-sclerosis  and  a  chronic  interstitial  nephritis. 

Specimens  Demonstrated. 
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DISCUSSION. 

Dr.  Meyer:  The  cases  of  gumma  of  the  brain  are  of 
considerable  interest  at  the  present  time  because  there  is 
a  great  deal  of  work  being  done  on  the  relation  between 
cerebral  syphilis  and  general  paralysis.  We  should  there- 
fore appreciate  them  at  the  Institute  together  with  the 
material  of  doubtful  general  paralysis  (brain  plus  cord) 
or  general  paralysis  of  unusual  duration. 

The  case  of  hypernephroma  recalled  a  case  of  cerebral 
metastasis.  It  was  a  case  of  a  young  woman.  During 
life  a  diagnosis  of  brain  tumor  in  the  right  occipital  lobe 
was  made.  There  was  rapidly  increasing  stupor,  and  a 
suspicion  of  hemianopsia.  Twelve  years  before  the 
development  of  the  brain  tumor  she  had  a  tumor  in  the 
popliteal  region.  The  tumor  may  have  been  of  the  same 
character  as  that  of  the  brain.  The  only  part  available 
for  examination  was  the  brain. 


MATERIAL  SENT  TO  THE  INSTITUTE. 

Dr.    Meyer   presented  the  following  account  of  the 

material  that  has  been  sent  to  the  Pathological  Institute 
from  the  Binghamton  State  Hospital  during  the  past  six 
years. 

The  contribution  from  the  Pathological  Institute  for 
this  meeting  consists  of  a  report  of  the  cases  which  have 
been  received  from  the  Binghamton  State  Hospital  since 
we  undertook  the  present  plan  of  co-operation. 

Among  these  brains  there  are  several  which  do  not 
demand  a  report,  as  they  were  sent  as  dissection  material, 
or  have  already  been  reported  in  full  to  the  hospital. 

The  first  specimen  (35)  was  one  of  considerable  inter- 
est, the  brain  of  a  case  of  sensory  aphasia  which  unfortu- 
nately was  so  pressed  out  of  shape  by  inhibition  of  an 
excess  of  cotton  that  it  did  not  seem  well  to  use  the  brain 
for  a  series  of  sections.  These  early  difficulties  of  trans- 
mission of  the  material  were  inevitable  and  I  show  the 
drawings  made  merely  to  illustrate  the  dangers  and  the 
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need  of  some  precaution.  The  lesion  was  very  extensive, 
including  T  tr,  T1?  F3,  etc.  The  aphasia  was  practically 
complete. 

A  second  brain  (41)  was  sent  merely  to  make  sure 
that  the  precautions  of  packing  were  efficient. 

The  third  case  (51)  was  one  containing  a  number  of 
points  not  fully  cleared  up.  The  patient,  a  liveryman  of 
51,  was  admitted  February  3,  1904,  apparently  blind  and 
unable  to  stand.  He  died  February  8th.  A  history 
of  nephritis  and  headache  of  two  years'  standing  and  a 
total  duration  of  the  attack  of  mental  disorder  of  16 
days  was  obtained.  The  autopsy  revealed  besides  an  old 
pericarditis,  hypertrophy  of  the  left  heart  and  arterio- 
sclerosis a  purulent  bronchitis,  but  no  nephritis ;  but  there 
was  a  "fracture  of  the  right  middle  clinoid  process" 
with  pressure  on  the  chiasma.  The  examination  of  the 
optic  tract  and  chiasma  did  indeed  reveal  a  plain  fresh 
Marchi  reaction;  but  the  case  would  require  some  addi- 
tional interpretation  in  the  history  of  the  development  to 
account  for  the  fracture.  There  was  merely  a  mention 
of  a  small  wound  above  the  left  eyebrow  and  a  state- 
ment that  the  patient  had  become  suddenly  blind  one 
week  before  admission.  The  pupils  reacted  sluggishly 
(blindness?).  The  fundus  of  the  eye  with  the  optic  nerves 
was  not  available.  The  chief  points  in  the  demonstra- 
tion of  the  section  was  the  plain  termination  of  the 
degenerated  fibres  in  the  external  geniculate  body. 

The  next  case  (G.  P.,  No.  70  of  our  series),  was  that  of 
an  epileptic  imbecile,  presenting  a  preservation  of  the 
fetal  condition  of  the  callosed  commissure-mass,  so-called 
"hydrops  of  the  septum  lucidum."  Demonstration  of  the 
photographs. 

The  case  of  W.  H.  M.  is  of  special  interest  on  account 
of  an  old  sunken  lesion  of  the  anterior  half  of  the  Broca 
convolution  between  the  horizontal  and  ascending  limb  of 
the  fissure  of  Sylvius  extending  into  the  anterior  end  of 
F2,  and  a  lesion  of  the  foot  of  F2,  which  extends  also  into 
the  marrow  of  the  foot  of  F3,  so  that  in  harmony  with  the 
classical  aphasia  theories  there  should  have  been  plain 
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motor  aphasia  and  agraphia.  Unfortunately,  the  lesion 
is  not  quite  old  enough  to  have  led  to  plain  secondary  de- 
generation. The  orbital  and  frontal  radiations  are  not 
affected  below  the  level  of  section  250  (#.  e.  above  the 
middle  of  the  block),  and  an  actual  infringement  upon  the 
frontal  corona  radiata  is  limited  to  sections  260-410  (the 
last  section,  corresponding  to  the  view  of  the  gross),  and 
to  the  oral  focus.  A  certain  loss  of  fibers  in  the  corona 
referable  to  the  focus  at  the  foot  of  F2  is  visible  in  350,  but 
it  becomes  indistinct  as  we  approach  the  internal  capsule 
and  the  cms. 

The  patient  was  a  mason,  60  years  old;  he  was  right- 
handed.  "During  the  past  year"'  he  had  one  or  two 
strokes  of  apoplexy,  and  on  March  14,  1904,  a  "second 
attack"  of  presbyophrenic  delirium;  he  claims  to  be  30 
years  old,  has  not  seen  his  wife  in  three  years,  claimed  to 
have  seven  children  (really  three)  and  could  not  give  the 
name  of  any  of  them.  He  saw  wounded  men  in  the 
street.  Threatened  to  shoot  his  wife  and  became  violent 
at  times. 

On  admission  March  23,  1904,  he  had  mitral  regurgita- 
tion and  irregular  intermittent  heart-action,  and  arterio- 
sclerosis. The  patellar  reflexes  were  diminished.  The 
pupils  were  equal,  irregular,  but  with  normal  reaction. 
He  was  demented,  but  showed  no  aphasia  and  named 
objects  correctly.    No  writing  test  in  the  record. 

Five  days  before  his  death,  June  2d,  1904,  he  fell  with 
contusion  of  the  parietal  region;  he  then  developed  a 
fever  with  light  stuporous  tendency  and  labored  breathing. 
The  autopsy  showed  degeneration  of  the  heart-muscle, 
normal  lungs,  slight  congestion  of  the  left  parietal  region, 
and  two  old  areas  of  softening — one  in  the  parietal  (?)  and 
one  in  the  frontal  lobe.  The  larger  cerebral  vessels  were 
markedly  atheromatous.    Xo  parietal  lesion  was  found. 

While,  in  this  case,  the  series  of  sections  helps  us  define 
the  real  extent  of  the  lesion,  it  does  not  give  us  a  help  in 
some  important  problems  of  fibre-connections  discussed 
with  the  case  of  Shimer  of  Rochester.  The  series  does, 
however,  give  some  interesting  and  valuable  anatomical 
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facts  concerning  the  auditory  area  and  the  extent  of  the 
Broca  field  as  mapped  out  with  cortex  studies. 

For  the  anatomical  identification  of  these  horizontal 
sections  of  the  hemisphere,  reference  is  made  to  Mar- 
burg's Atlas,  plates  XXVII  to  XXVIII. 

The  case  N.,  sent  to  us  March  14,  1905,  was  that  of  a 
man  admitted  1892,  then  57  years  old,  with  a  paranoid 
condition  and  considerable  dementia;  he  died  February 
22,  1905,  70  years  old,  with  a  lobar  pneumonia  and  arterio- 
sclerotic kidneys.  The  histological  examination  showed 
a  moderate  thickening  of  the  pia,  swelling  and  shrinking 
of  the  cortex  and  fairly  marked  pigmentation  of  the  cor- 
tical cells  with  slight  satellitosis. 

Macroscopically  the  pia  had  shown  fine  flaky  thicken- 
ing, slight  atheroma  of  the  basilar  vessels,  and  like  a  pre- 
vious case,  a  hydrops  of  the  septum  lucidum,  but  in  this  case 
with  a  communication  between  the  ventricle  and  the  sep- 
tum cavity.  There  also  was  no  middle  commissure.  It 
would  seem  that  we  are  dealing  here  with  evidences  of 
fundamentally  abnormal  development  of  the  brain.  It 
may  not  be  altogether  accidental  that  another  case  of  ab- 
normality of  the  commissural  mass,  viz.,  duplication  of  the 
anterior  commissure  with  absence  of  the  middle  commis- 
sure was  found  in  another  case  with  paranoid  development. 

Of  the  next  case,  R  I.  W.  (No.  104  of  our  series)  only 
the  brain  was  furnished  us.  The  case  is  of  special  interest 
inasmuch  as  it  is  described  as  one  of  tabes  of  18  years 
duration  and  terminal  dementia  of  probably  13  years 
duration  and  death  at  69. 

On  admission  at  65,  he  showed  Argyll  Robertson  pupils, 
absence  of  patellar  reflexes,  Romberg  symptoms  and 
shooting  pains  in  the  legs,  incontinence  of  urine,  attacks 
of  asthma  and  generally  feeble  health. 

For  years  he  had  used  indecent  language,  exposed  his 
person,  threatened  to  kill  men.  He  was  somewhat  de- 
pressed; he  "  would  never  get  well";  and  had  some  ideas 
of  persecution.  Six  months  before  death  he  showed  some 
forgetfulness,  spoke  of  having  a  large  amount  of  money 
without  saying  how  much;  "at  one  time  he  had  got  glass 
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into  his  feet  which  some  man  had  put  on  the  floor."  Still 
had  asthma  and  incontinence  of  urine,  was  weak  and  bed- 
ridden. He  died  of  pneumonia,  and  had  some  atheroma 
of  the  large  vessels,  and  arterio-sclerotic  kidneys.  Sec- 
tions of  the  cord  were  made  at  the  hospital  with  Nissl, 
AVeigert  Pal  and  Marchi  methods. 

The  brain  which  was  sent  us  showed  a  very  tough  and 
thick  pia,  large  and  tortuous  moderately  thickened  basilar 
vessels,  a  small  aneurism  of  the  right  posterior  cerebral 
artery,  and  a  fusiform  dilatation  of  the  left  middle  cerebral 
artery,  and  a  small  focus  of  softening  of  the  pons;  no 
plain  granulations  of  the  hindbrain  ventricle. 

The  microscopic  examination  showed  a  process  of  diffuse 
cerebral  meningoencephalitis,  especially  in  the  basal  region 
of  the  brain  (brain  stem)  with  plasma-cell  infiltration  of 
pia  and  vessels,  but  not  the  typical  lesions  of  general  par- 
alysis in  the  cortex  of  the  convexity.  A  defect  in  the  left 
pyramid  led  to  the  finding  of  the  small  focus  in  the  ante- 
rior part  of  the  pons.  Demonstration  of  sections  and 
photographs.     Material  of  cord  not  available. 

Similar  cases  are  so  desirable  that  we  should  strongly 
urge  the  forwarding  of  brain  plus  cord  to  the  Institute. 

The  next  case,  B.  (No.  139)  was  that  of  an  epileptic  of 
29,  who  died  with  endocarditis,  plebitis  and  areas  of  pul- 
monary consolidation,  with  multiple  hemorrhagic  spots  in 
the  brain  stem  and  optic  chiasma.  These  small  foci  proved 
to  be  beginnings  of  a  scattered  purulent  encephalitis,  evi- 
dently a  terminal  infection  from  a  remote  focus.  No 
micro-organisms  found. 

Cask  249.  L.  is  one  of  typical  general  paralysis  in  a 
railroad  conductor;  a  report  was  sent  to  the  hospital. 

The  cases  Nos.  144  (W.),  189  (A  ),  250  (H.)  and  252  (B.) 
belong  to  the  group  of  cerebral  arterio -sclerosis. 

Of  these,  the  case  (W.)  died  eleven  days  after  an  apo- 
plexy, and  thus  came  very  close  to  the  period  in  which  the 
Marchi  reaction  can  be  expected  to  yield  results.  Com- 
plete palsy  of  right  arm,  partial  palsy  of  the  right  leg, 
difficulty  of  swallowing,  December  10,  1905.  Lobar 
pneumonia  and  death  December  22,  1905. 
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The  softening  was  so  extensive  (post,  part  of  left 
thalamus,  left  cms,  splenium,  left  tapetum,  left  cornu 
ammonis,  left  calcarine  marrow  and  post,  part  of  the 
quadrate  lobe,  with  old  erosions  in  the  left  cuneus)  that 
the  examination  was  limited  to  the  histological  study. 

The  characteristic  vessel  changes,  the  necrosis,  and  the 
appearance  of  endotheloid  and  granule  cells  and  an  occa- 
sional plasma  cell  are  described  in  the  full  report  and  in 
the  drawings. 

The  second  case,  A.,  is  an  excellent  instance  of  arterio- 
sclerosis of  the  anterior  cerebral  artery  in  a  case  of  senile 
dementia  with  complete  sensory  and  motor  palsy  of  the 
right  leg  only. 

Unfortunately  this  case  died  before  the  Weigert  stain 
could  show  a  degeneration  and  after  the  period  in  which 
the  Marchi  reaction  gives  results,  i.  e.,  months  after 
the  apoplexy.  The  vessel  lesion  is  double  and  leaves  the 
posterior  third  of  F1  half  nourished,  while  the  paracen- 
tral lobule  is  completely  softened.  Sections  of  the  whole 
motor  area  give  the  distribution  of  the  affected  elements, 
and  also  the  characteristic  minor  foci,  the  cortical  wedges 
and  also  the  very  small  foci  described  recently  by  Fisher 
as  characteristic  of  senile  dementia. 

The  brain  of  C.  H.  is  of  great  interest  on  account  of  a 
lesion  of  the  cerebellum  for  which  the  brain  stem  is  being 
prepared  for  a  series  of  sections,  and  for  the  peculiar  pit- 
ting of  the  temporal  cortex.  The  case  will  be  reported 
fully  on  a  later  occasion. 

Of  the  brain  of  S.  B.,  no  abstract  had  been  received; 
it  is  one  of  arterio-sclerotic  softening  in  the  right  supra- 
marginal  gyrus. 

The  third  session  of  the  meeting  was  held  in  the  Library 
in  the  forenoon,  March  18,  1908. 
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SENILE  PSYCHOSIS  ACCOMPANYING  LOCOMOTOR 
ATAXIA  ILLUSTRATING  THE  OCCURRENCE  OF  A 
PSYCHOSIS  OTHER  THAN  GENERAL  PARALYSIS 
WITH  LOCOMOTOR  ATAXIA. 

By  Dr.  Edward  Gillespie. 

H.  C.  B.    Female;  single;  aged  73;  no  occupation. 

Family  History :  Aunt  died  consumptive;  one  sister 
died  of  consumption. 

Previous  History :  Normal  at  birth.  She  was  never 
fond  of  playing  with  other  children,  but  w^as  inclined  to 
sit  in  the  house  by  herself  and  read.  Never  has  had  any 
serious  illnesses  except  locomotor  ataxia,  which  began 
more  than  twenty  years  ago. 

The  earliest  symptoms  were  those  referring  to  her 
gradual  inability  to  use  her  legs;  cause  unknown. 

Never  had  any  disease  of  the  female  genitalia;  no  erup- 
tion; not  subject  to  sore  throat;  hair  never  fell  out. 

Onset  of  Psychosis :  The  present  is  the  first  attack  of 
insanity  and  is  said  to  have  developed  gradually,  some 
years  back.  No  special  circumstances  surrounding  the 
development,  except  the  progressing  tabes. 

She  had  apartments  at  the  home  of  her  brother-in-law. 
She  became  depressed;  talked  of  imaginary  ills;  was 
apprehensive;  thought  she  was  going  to  die;  moaned' and 
groaned;  was  irritable,  agitated,  excitable,  at  times 
screamed  at  the  top  of  her  voice.  She  threatened  but 
never  attempted  suicide.  Memory  became  impaired. 
She  grew  untidy  in  personal  habits  and  .appearance. 

Commitment:  The  petition  states:  "She  would  not 
say  anything,  but  turned  her  back  to  the  doctors ;  moaned 
and  twisted  in  her  chair;  said  she  could  not  walk,  but  a 
little  later  got  up  and  went  down  stairs.  Kept  up  a  con- 
tinual stream  of  talk."  Before  the  examining  physicians 
she  said:  14 1  don't  want  to  talk  about  it:  I  don't  want  to 
see  anybody.  I  have  had  locomotor  ataxia  for  eighteen 
3Tears."  During  the  examination  a  part  of  the  time  she 
refused  to  talk,  but  moaned  and  cried ;  kept  her  body  in 
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constant  motion;  was  excitable,  negligent  of  her  personal 
appearance;  much  emaciated;  skin  dry  and  dull.  Other 
facts:  Was  said  to  have  delusions  of  impending  death 
and  insisted  that  a  physician  be  called ;  often  declared  she 
was  dying;  sinking  to  the  floor  she  declared  she  was  dead; 
at  times  was  much  excited,  screaming  at  the  top  of  her 
voice  "  Come  up  quick,  I  am  dying."  Takes  morphine, 
about  4  gm.  in  three  weeks,  to  relieve  her  pains. 

On  Admission  :  She  was  depressed;  refused  to  answer 
questions;  moaned  constantly.  The  transfer  agents  said 
she  knew  where  she  was  coming.  General  health  poor. 
Was  taken  immediately  to  the  ward. 

Physical  Summary :  Reflexes  abolished ;  inco-ordination 
of  extremities;  gait  ataxic;  numbness  of  soles  of  feet; 
tactile  sense  appears  blunted;  sense  of  position  imperfect;, 
sharp  shooting  pains  in  body  and  legs;  pupils  contracted, 
unequal,  do  not  respond  to  light,  but  accommodate  to 
distance;  organic  reflexes  uncontrolled;  marked  arterio- 
sclerosis; pulse  high  tension,  irregular;  carotids  throb- 
bing; area  of  cardiac  dullness  increased;  apex  beat  dif- 
fuse, systolic  murmur  second  right  intercostal  space, 
transmitted  to  carotids;  soft  blowing  murmur  over  apex, 
systolic  in  time.  Urine  increased,  albumen  and  hyaline 
casts;  vertigo  and  headache;  slight  cough,  dullness  over 
both  apices,  respiratory  sounds  harsh,  expiration  pro- 
longed, fine  moist  crackling  rales  over  apices.  Body 
emaciated. 

Diagnoses  :  Locomotor  Ataxia ;  Aortic  Stenosis ;  Mitral 
Regurgitation;  Chronic  Interstitial  Nephritis ;  Pulmonary 
Tuberculosis. 

The  diagnosis  of  Locomotor  Ataxia  is  based  upon  the 
following:  The  earliest  symptoms  were  an  inability  to 
walk  in  the  dark;  sensation  of  numbness  in  soles  of  feet; 
failure  of  sight ;  lancinating  pains  in  legs. 

Since  admission  she  continues  to  have  lancinating 
pains  in  her  right  side  which  "shoot  "  through  her  body 
and  legs.  Pupils  are  unequal,  contracted  and  do  not 
respond  to  light.  Cutaneous  sensibilities,  except  heat  and 
cold,  are  blunted.    Numbness  of  soles  of  feet.    Sense  of 
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position  imperfect.  Deep  reflexes  absent.  Marked  inco- 
ordination of  extremities,  can  not  walk  unassisted;  gait 
ataxic.    Organic  reflexes  impaired. 

Aortic  systolic  murmur  transmitted  to  vessels  of  neck 
may  be  due  to  calcification  of  the  aortic  segments  or  of 
the  aorta  just  above  the  valve  ring,  and  therefore  may 
not  be  a  true  stenosis. 

Mitral  Regurgitation  diagnosis  based  upon  hyper- 
trophy and  dilatation  of  heart;  systolic  murmur  blowing 
in  character,  heard  over  mitral  area. 

Diagnosis  of  Chronic  Interstitial  Nephritis  is  based 
upon  the  arterio-sclerosis ;  high  tension  pulse;  increased 
amount  of  urine  with  albumen  and  casts. 

Diagnosis  of  Pulmonary  Tuberculosis  is  based  upon 
cough,  emaciation,  evening  rise  in  temperature,  increased 
vocal  fremitus  over  both  apices;  harsh  respiratory  sounds 
over  same  area;  expiration  prolonged;  a  few  fine  moist 
crackling  rales. 

Mental  Status,  Attitude  and  Manner :  She  lies  in  bed 
with  her  face  toward  the  wall,  moaning,  groaning,  whining 
and  protesting  against  an  interview,  "  I  don't  know  why 
you  are  here.  I  don't  want  to  be  examined.  I  am  asked 
so  many  questions.  You  don't  know  what  ails  me.  Don't 
you  know  what  I  have  had  ?  Why  did  I  come  here,  I  have 
been  worse  since.''  When  nurse  was  changing  her  bed- 
ding she  said,  "Oh,  let  me  alone;  for  God's  sake,  girls, 
have  some  mere)' in  your  hearts;  go  away  from  me  and  let 
me  die  in  peace  !  "  At  times  she  screams  at  the  top  of  her 
voice,  kk  Oh  dear!  Oh  dear!  Oh  mercy !  Murder!  lean 
not  stand  it  here;  I  am  dying;  I  can  not  live,"  &c. 

O.    ''Where  are  you? " 

A.  "I  don't  know  anything  about  it."  (Question  re- 
peated several  times.)  M  I  have  never  been  told  anything 
about  it;  I  don't  know  where  I  am.  I  am  so  nervous. 
Binghamton,  I  guess,  and  I  can't  get  any  sleep;  I  don't 
sleep  at  all". 

Stream  of  Mental  Activity :  It  is  necessary  to  repeat  a 
question  several  times  in  order  to  elicit  a  response  which 
is  at  all  relevant.    She  ignores  the  questions,  each  one  of 
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which  draws  forth  a  fresh  series  of  groaning,  whining, 
complaints  as  regards  her  condition. 
Q.  "  What  year  is  this  ?  " 

A.  "i860,  I  guess."  (Question  repeated  several  times.) 
"Oh,  I  don't  know,  I  wish  I  could  sleep.  I  am  so  nerv- 
ous. 1900.  Oh!  don't  write  down  so  much,  what's  the 
use  ?  Read  it  to  me.  You  can't  do  anything  for  me;  I'm 
too  old  and  I'm  going  to  die  pretty  soon  anyway,"  &c. 

Q.  "  How  long  ago  did  you  come  here?" 

A.  "I  don't  know.  I  wish  you'd  go  away  and  stop 
bothering  me.  I  can't  sleep  or  eat  and  I'm  half  frozen 
all  the  time.  I  don't  want  to  be  tormented  all  the  time. 
Oh  dear!    Oh  dear!    Do  go  away;  get  out  of  here,"  &c. 

Mental  Trend  and  Mood :  Decidely  depressed.  Ques- 
tions draw  forth  the  same  character  of  responses  as  pre- 
viously given. 

Delusions  :  Is  very  apprehensive  and  almost  continually 
while  awake  says  she  is  going  to  die — is  dying — is  dead; 
that  she  is  being  murdered,  etc. 

Hallucinations :  Q.  "Do  you  ever  hear  unusual  noises 
or  voices  about  your  bed  ?  " 

A.  "Oh,  dear!  No,  no,  nothing  of  the  sort.  Send 
for  my  folks  to  come  and  take  me  away  from  here.  I 
would  be  much  better  off  in  my  own  home,"  &c.  Further 
questions  elicit  about  the  same  answers. 

Orientation :  For  place,  good.  She  has  said  she  was 
in  Binghamton,  and  that  she  was  not  crazy,  so  she  proba- 
bly knows  where  she  is.  For  time,  poor.  Once  said  the 
year  was  i860,  again  1900,  again  1905;  can  not  tell  month 
or  day  now,  but  knew  the  month  and  day  of  week 
when  examined  soon  after  admission.  For  person,  poor. 
She  knows  the  status  of  those  about  her,  but  knows  few 
names.  It  was  many  days  after  she  was  admitted  before 
she  knew  the  names  of  any  of  the  physicians  or  nurses 
whom  she  saw  frequently;  now  she  will  not  co-operate. 

Memory,  Remote  Past :  Soon  after  her  admission  she 
appeared  to  have  a  fair  recollection  of  remote  events;  told 
when  and  where  she  was  born,  &c. ,  when  the  first  symp- 
toms of  locomotor  ataxia  began  and  what  the  earliest 
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symptoms  were.  Now,  she  refuses  to  co-operate.  Recent 
past,  poor.  Soon  after  admission,  she  failed  to  remember 
how  long  she  had  been  here,  said  "  about  one  week,"  when 
as  a  matter  of  fact,  it  was  between  two  and  three  weeks 
at  that  time. 

Q.  "  How  far  away  is  your  home  ?  " 

A.  "I  never  went  out  so  I  can't  tell."  (She  lives  less 
than  30  miles  away;  in  Homer.)  Could  not  remember 
time  of  day  she  arrived;  now,  she  refuses  to  answer. 

Retention :  Poor,  as  evidenced  by  her  inability  to  re- 
member names  of  those  whom  she  saw  frequently  (nurses 
and  physicians).  Given  a  number,  could  not  tell  it  ten 
minutes  later;  now  she  will  not  co-operate. 

School  Knowledge  and  General  Experience  :  Was  fairly 
good  on  admission.  Said  Lord's  Prayer  fairly  readily  and 
correctly;  that  the  civil  war  was  in  i860;  named  Presi- 
dent at  that  time  and  remembered  he  was  shot.  At  first 
said  she  did  not  know  capital  of  the  United  States;  later 
said  "New  York."  In  order  to  get  an  answer  to  any  of 
these  questions  it  was  necessary  to  keep  repeating  them 
and  urging  her  to  reply,  and  a  scrap  of  an  answer  would 
come  between  her  moanings  and  winnings.  Now  she 
will  not  co-operate. 

Reading  and  Writing  :    Will  not  co-operate. 

Insight:  None  as  to  insanity.  O.  "Do  you  think 
you  are  insane?"  Ans.  "Not  by  a  good  deal  I  don't. 
Being  here  all  day,  and  day  after  day  is  enough  to  make 
anyone  crazy.  My  folks  little  knew  what  sort  of  a  place 
this  was  or  they  would  never  have  brought  me  here.  Do 
get  out  of  here." 

Mental  Summary :  Irritable;  moans  and  groans  most 
of  the  time ;  markedly  depressed,  apprehensive  and  averse 
to  being  questioned.  Questions  have  to  be  repeated 
several  times  before  she  will  answer  and  then  the  answers 
come  in  fragments.  Orientation  poor.  Memory  poor, 
especially  for  the  recent  past.  Retention  poor.  No  in- 
sight. 

Attacks  of  vertigo  and  headaches.  Arterio-sclerosis. 
The  diagnosis  of  senile  depression  is  based  upon  the 
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following:  The  age  at  which  the  mental  symptoms  first 
developed.  Her  poor  physical  condition;  cadavarous 
appearance;  muscles  much  wasted,  showing  bony  promi- 
nence all  over  body.  The  mental  depression  shows  ap- 
prehension; restlessness,  proneness  to  wander  around  the 
house  at  night  while  she  could  walk;  her  irritability  when 
questioned;  the  necessity  of  asking  over  several  times 
before  an  answer  can  be  obtained;  answers  are  many 
times  incorrect  and  accompanied  by  a  series  of  whining, 
groaning,  complaints  as  to  her  condition  and  protesting 
against  the  examination.  Poor  orientation,  especially  for 
person  and  time.  Good  memory  for  remote  past,  but  poor 
for  immediate  past.    Xo  insight  and  deficient  judgment. 

Differential  diagnosis  from  involution  melancholia,  by 
age  at  onset;  but  especially  by  poor  memory  for  recent 
events;  memory  defect  for  names;  disorientation  for  time; 
resistiveness;  restless  irritability  without  the  anxiety  seen 
in  involution  melancholia.  From  general  paresis:  the 
mental  symptoms  during  past  six  or  seven  years  and  the 
deterioration  show  but  little  increase.  No  grandiose  de- 
lusions. Speech  and  writing  test  refused.  Attention  and 
memory  show  no  progressive  disturbance.  The  tabetic 
complex  is  complete  and  without  addition  of  cerebral 
symptoms. 

Diagnosis  :    Senile  depression  superimposed  upon  tabes. 

The  next  case  was  presented  at  the  meeting  and  was 
that  of  J.  B.  P.  whose  history  was  read  by  Dr.  Edward 
Gillespie,  as  follows:  ' 

Note. — Most  of  this  information  was  procured  from  time  to  time 
from  the  patient  herself.  None  of  the  relatives  have  visited  her  since 
her  admission. 

J.  P.  B.  Female,  34;  married;  domestic  servant. 
Admitted  November  4,  1904. 

Family  History  :  Mother  died  when  patient  was  two 
years  old,  owing  to  an  injury  to  back:  was  said  to  have 
had  consumption.  Patient's  father  married  a  second  time, 
six  years  after  her  mother's  death.    Step-motherwas  quick- 
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tempered  and  used  to  punish  the  children  frequently. 
Paternal  uncles  six.  Nothing  special  known  about  them 
except  two  who  were  alcoholics,  and  one  attempted  rape 
on  the  patient  when  she  was  between  eleven  and  twelve 
years  old.  Several  nieces  were  inclined  to  be  immoral. 
Several  nephews  were  of  a  "sporting"  disposition.  Pa- 
tient comes  from  a  family  of  four  children,  three  girls  and 
one  boy;  two  sisters  in  poor  health,  both  were  of  loose 
moral  character;  brother  alcoholic;  one  step-sister  died  at 
21  during  childbirth  (illegitimate). 

Personal  History :  No  history  of  any  injury  at  birth. 
Always  has  been  "cross-eyed. "  As  a  child  is  said  to  have 
had  scarlet  fever,  diphtheria,  mumps,  chicken-pox  and 
whooping  cough  before  the  age  of  eleven.  She  says  her 
hearing  was  impaired  after  her  attack  of  scarlet  fever  but 
this  defect  cleared  up  as  she  grew  older  and  had  entirely 
disappeared  when  she  reached  the  age  of  sixteen.  She 
lived  in  the  country  and  did  not  begin  school  until  nearly 
nine ;  continued  until  she  was  between  eleven  and  twelve ; 
was  in  the  Third  Reader  at  the  time.  Then  her  step- 
mother died  in  the  spring  and  her  father  in  the  winter  of 
the  same  year,  and  she  was  sent  to  the  Countyhouse. 

During  the  summer  before  her  father  died  her  uncle 
attempted  to  rape  her.  She  remained  at  the  Countyhouse 
about  four  months  when  she  was  removed  by  a  family  liv- 
ing in  the  country,  working  for  her  board.  She  again  be- 
gan school  but  went  irregularly,  finishing  while  in  the 
Fifth  Reader.  Was  as  bright  as  the  average  child  except 
in  spelling;  in  this  she  excelled.  She  remained  with  this 
family  until  she  was  about  19,  when  she  left  because  of 
trouble  with  the  woman  of  the  house.  She  then  went  to 
work  as  a  domestic,  remaining  at  the  first  place  only  two 
months;  wages  being  too  low.  Remained  at  next  place 
only  six  weeks  because  the  woman  was  jealous  of  her  hus- 
band's attention  to  patient.  At  the  next  place  she  re- 
mained about  the  same  length  of  time  and  left  because 
the  man  of  the  house  made  improper  proposals  to  her. 
In  the  mean  time  she  picked  up  an  acquaintance,  without 
introduction,  with  a  young  fellow,  through  whom  she 
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throat,  her  hair  fell  out,  had  pains  in  head  and  legs,  worse 
14 after  four  o'clock  in  the  afternoon;  "  inguinal  glands  be- 
came swollen.  Began  to  take  Iodide  of  Potash  upon  the 
advice  of  a  friend.  Had  still  birth.  After  this,  she  went 
to  a  lumber  camp  as  cook,  met  a  man  and  married  him 
after  an  acquaintance  of  about  a  month.  Soon  after  found 
he  was  already  married  and  left  him.  Less  than  a  year 
later  married  again  after  six  months'  acquaintance.  This 
man  was  also  previously  married  and  had  not  been  di- 
vorced; and,  although  she  knew  this,  she  continued  to  live 
with  him  for  several  years.  During  this  time  had  at  least 
six  miscarriages  and  four  still  births.  At  one  time  denies 
using  alcohol,  at  another  admits  it.  Says  when  between 
21  and  22  she  began  to  be  dizzy,  was  unable  to  walk  in  the 
dark  and  had  prickling  sensations  in  soles  of  feet,  numb- 
ness of  legs,  shooting  pains,  and  said  she  felt  as  if  a  string 
were  tied  tightly  about  waist  (girdle  sensation) ;  sight 
failed  gradually,  but  she  did  not  have  to  procure  glasses 
until  after  30.  Has  been  unable  to  walk  without  crutches 
since  early  in  1904. 

Along  in  1894  she  joined  the  Salvation  Army  and  used 
to  go  about  with  them,  giving  addresses  at  their  meetings, 
etc. 

Onset  of  Psychosis:  According  to  her  certificate  the  on- 
set of  her  psychosis  was  in  July,  1904,  but  from  her  own 
statements  it  took  place  much  earlier.  She  says  it  com- 
menced in  1894.  She  began  to  see  "visions"  and  to  hear 
voices  talking  to  her.  She  was  ill  at  the  time,  had  just 
had  a  still  birth.  She  saw  visions  of  Heaven,  bright  lights 
guiding  her  "  in  the  right  way."  The  voices  came  from 
"above";  they  were  the  voices  of  friends  either  dead  or 
living.  An  altar  boy  who  was  a  friend  of  hers,  had  died 
and  after  his  death  she  heard  him  tell  her,  "keep  up  good 
cheer;  you  will  always  be  cared  for;  there  are  better  days 
coming."  She  has  continued  to  have  these  visions  and 
hallucinations  of  hearing  ever  since;  has  them  every  da}-, 
mostly  at  night,  especially  when  she  first  retires.  They 
are  of  a  religious  trend  usually. 


238 


She  has  always  been  irritable  and  got  into  frequent 
trouble  with  her  friends.  Tells  how  one  of  the  officers  in 
the  Salvation  Army  got  up  in  a  public  meeting  and  spoke 
of  a  "sinning  sister  having  been  saved,"  and  she  de- 
nounced him  in  the  meeting,  &c. 

Has  also  led  a  loose,  immoral  life  probably.  Left 
her  husband  with  whom  she  says  she  could  not  get 
along  and  finally  drifted  along  until  in  1904,  when  she 
went  to  the  Countyhouse,  from  which  place  she  was  sent 
here. 

Commitment :  Complains  of  having  devils  in  her  shoes; 
accuses  other  inmates  of  putting  snakes  in  her  shoes; 
says  there  are  pins  and  needles  in  her  bed.  Before 
the  examining  physicians  she  was  animated,  unable  to 
remember  important  events  in  her  life  and  said  that  she 
had  devils  and  snakes  in  her  shoes  which  bit  her;  that 
one  of  the  doctors  had  a  string  on  her  which  he  pulled 
nights  to  keep  her  from  sleeping,  &c.  Other  facts, 
constantly  changing  delusions;  restless  at  night;  wanders 
about  rooms  of  other  inmates  and  pulling  off  their  bed- 
clothing. 

On  Admission :  Was  quiet;  talked  pleasantly;  appre- 
ciated where  she  was;  said  she  was  not  and  never  had  been 
insane.  Could  not  walk  without  assistance.  Shows  in- 
co-ordination  of  muscles  of  lower  extremities,  sensation 
of  pins  and  needles  in  soles  of  feet;  pupils  do  not  respond, 
to  light. 

Physical  Summary :  Reflexes  abolished;  inco-ordina- 
tion  of  muscles  of  extremities;  Romberg's  symptom 
present;  gait  ataxic  (slinging);  sensation  of  pins  and 
needles  in  soles  of  feet,  numbness  in  legs;  areas  of  anaes- 
thesia; pain,  heat  and  cold  sense  absent  in  some  places, 
diminished  in  others;  sense  of  position  poor;  lancinating 
pains  in  legs;  organic  reflexes  were  disturbed,  but  are  con- 
trolled better  now;  girdle  sensation;  pupils  Argyll-Rob- 
ertson; external  strabismus  left  eye;  smell  imperfect; 
gastric  crises;  slight  irregularities  of  tibial  crests;  vertigo 
and  headache;  arterio-sclerosis  slight. 

Diagnosis :    Locomotor  Ataxia. 


Mental  Status,  Attitude  and  Manner:  Sits  quietly  in 
"her  chair;  is  pleasant,  agreeable  and  obliging;  cheerfully 
cooperates  in  examination;  appreciates  that  she  is  in  a 
hospital  and  that  she  is  not  well  but  does  not  think  she  is 
insane.  When  she  wishes  to  go  from  one  part  of  the 
ward  to  another  she  asks  permission  of  the  nurses  usually. 
Her  conduct  in  general  is  rather  childish  and  simple.  At 
times  is  inclined  to  be  irritable;  quarrels  with  patients 
over  nothing,  is  soon  over  it  and  is  then  pleasant  and 
agreeable;  is  rather  careless  about  her  dress — untidy  in 
habits  at  times,  wetting  and  soiling.  Will  push  chairs 
around  in  an  angry  manner;  sometimes  will  angrily  throw 
her  crutch  on  the  floor,  pick  it  up  and  go  on;  usually 
looks  happy  and  smiles  a  good  deal  when  sitting  by  her- 
self reading  or  sewing.  Hears  the  Lord  talking  to  her 
and  says  she  has  beautiful  visions  of  the  Lord,  angels, 
God,  etc.  "Angels  are  hovering  'round  me,  singing  and 
speaking  words  of  encouragement,  telling  me  to  be  of 
good  cheer  for  my  sufferings  are  all  over."  While  lying 
on  a  couch  she  suddenly  jumps  up,  fails  on  her  knees  and 
.says  a  prayer  aloud.  When  asked  if  anyone  told  her  to 
do  it  replied  "Yes,  the  Lord  came  to  me  and  told  me  to 
do  it.  He  came  to  me  last  night  and  told  me  to  have 
good  courage;  be  cheerful,  pray  and  He  would  watch 
over  me.  He  talked  aloud  and  was  dressed  in  white 
robes." 

Mental  Activity  :    Readily  gives  name. 

Q.  "  What  is  your  occupation  ?  "  Ans.  "Well,  house- 
keeping, nursing,  cooking,  &c.  I  have  had  a  house  of  my 
own  for  twelve  years;  have  been  a  nurse  twenty  years." 

Q.  "  How  long  since  you  have  not  been  feeling  well  ?  " 
Ans.  "In  1895  I  first  began  to  have  pains  in  my  limbs 
from  my  abdomen  down.  I  don't  suppose  you  would 
imagine  I  have  had  six  operations  and  have  been  the 
mother  of  eleven  children." 

Q.   "  How  many  are  living  ?  "    Ans.    "  None  at  all." 

During  various  interviews  she  frequently  makes  contra- 
dictory statements ;  for  instance,  one  time  said  she  started 
school    at   seven    and  continued  uninterruptedly  until 
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nineteen  and  finished  common  school ;  at  another  time  said 
she  had  finished  high  school  and  that  a  friend  of  hers 
wanted  to  put  her  through  college  but  she  wouldn't  go: — 
would  rather  go  out  to  work  and  be  free;  at  still  another 
time,  when  she  was  probably  the  most  truthful,  that  she 
went  to  school  at  intervals  and  was  only  in  the  Fifth 
Reader  when  she  left. 

Then  she  admitted  drinking  with  a  crowd  in  Elmira, 
got  drunk  and  was  robbed;  later  indignantly  denied  that 
she  ever  touched  drink  at  all.  Tells  various  stories  about 
when  she  left  her  last  husband.  Remembers  about  being 
troubled  at  Countyhouse  by  having  pins  and  needles 
thrown  at  her,  put  in  her  bed,  &c.  "  They  would  cut 
eyes  off  of  needles  with  electric  scissors  and  throw  them  at 
me,  put  them  in  my  bed  and  shoes."  Heard  them  say 
the)'  would  cut  her  up,  throw  her  bones  out  for  the  birds 
to  pick  to  pieces.  But  after  she  came  here  and  was  bap- 
tized (bathed)  "  these  voices  were  pleasanter  and  every- 
thing was  bright  and  glorious  ". 

Emotional  Trend  and  Mood :  Mood  is  usually  cheerful, 
though  at  times  readily  changeable. 

Q.  "Are  you  sad?1'  Begins  to  cry,  saying  she  was 
living  in  terror  all  the  time;  that  a  man  wanted  her  to  set 
fire  to  another  man's  house;  that  he  would  furnish  the  oil 
if  she  would  furnish  the  match. 

Then  again,  O.  "  Are  you  happy?"  Ans.  "  That's  my 
nature;  been  so  since  a  child.  I  like  church  work,  care 
for  the  sick  and  needy.  A  contented  mind  is  a  continual 
feast.  " 

Delusions:  Xot  prominent;  mostly  persecutory  in 
character.  Says  we  make  fun  of  her;  that  she  was  perse- 
cuted by  a  woman  named  Rose  Schultz.  "  She  was  a 
great  enemy  of  mine;  was  jealous  of  me  and  doped  me 
because  I  had  nicer  things  and  a  better  home  than  she  did. 
She  put  some  stuff  in  my  tea  and  talked  scandalously 
about  me;  had  me  arrested." 

Hallucinations:  O.  "Do  you  hear  voices5"  Ans. 
"Yes.  they  tell  me  I  am  going  to  get  well;  that  I  am  an 
example  to  sinners  here  on  earth.    The  Lord  put  me  here 
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as  an  example.  They  say  I  have  a  very  influential  man- 
ner and  that  my  happiest  days  are  to  come." 

O.  "When  do  you  hear  them  most,  day  or  night?" 
Ans.  "Any  time,  but  mostly  when  I  go  to  bed  and  before 
I  go  to  sleep.  I  heard  my  father's  voice  talk  to  me  to-day 
just  as  the  clock  struck  twelve,  and  I  saw  a  beautiful  vis- 
ion of  angels,"  &c. 

Q.  "Whose  voices  are  they?"  Ans.  "The  Lord's 
and  my  father's  and  other  friends." 

Q.    "  Dead  or  living  ?  "    Ans.  "Both." 

Q.  "Do  you  see  things  ?  "  Ans.  4k  Yes,  I  have  beauti- 
ful visions;  they  are  very  bright;  I  can  see  my  father 
and  talk  with  him;  it  seems  as  if  angels  were  hovering 
over  me.  I  was  born  with  a  veil.  I  can  tell  two  days 
before  when  there  is  going  to  be  a  death  in  the  house.  I 
could  tell  days  before  I  came  here  that  I  was  going  to  an 
institution." 

Q.  "When  do  you  see  these  visions  mostly,  day  or 
night?"    Ans.     "  Both,  but  mostly  at  night." 

Q.    "Where?"    Ans.     "  Right  before  my  eyes. " 

O.  "  Do  you  see  them  with  your  eyes  open  or  shut?" 
Ans.  "  I  can  see  them  both  ways;  I  sometimes  see  them 
when  I  am  reading." 

Orientation :  Good. 

Memory:  Remote  past,  shows  many  discrepancies.  As 
stated  before,  she  has  made  many  conflicting  statements 
during  various  interviews,  showing  that  her  memory  for 
details  is  deficient.  Immediate  past,  can  tell  what  she  ate 
yesterday  and  to-day,  but  in  an  interview  one  day  wTill 
contradict  statements  she  made  a  few  days  before. 

Retention :  Given  a  number,  color  and  object  and 
recalls  them  readily  half  an  hour  later. 

Se/iool  Knowledge  and  General  Experience :  Fair.  Says 
alphabet,  Lord's  Prayer  well. 

Q.  "  Can  you  name  five  Rivers  in  the  United  States?*' 
Ans.  "Susquehanna,  Chemung,  Mississippi,  Rhine, 
Yukon."  Names  five  cities  correctly.  Names  President; 
says  he  used  to  be  Vice  President,  adding,  "  I  see  by  the 
paper  Governor  Hughes  is  running  for  President  now  ". 
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Calculation  :    Slow  and  somewhat  inaccurate. 

Reading:  Read  well  and  gave  a  fair  rendition  of  the 
paragraph  read. 

Insight:  Lacking.  "If  I  am  crazy  I  must  have  been 
born  that  way.  I  didn't  suppose  I  was  brought  here  for 
craziness/' 

Mental  Summary  :  Silly  and  childish  manner.  Occu- 
pation been  that  of  housekeeper,  cook  and  nurse.  "  I  am  a 
first  class  cook.  I  have  been  a  nurse  for  twenty  years ;  have 
considerable  ability  as  a  lecturer;  can  tell  days  before  a 
death  will  occur. "  Shows  vanity  of  her  own  shortcomings 
and  is  unappreciative  of  the  seriousness  of  her  early 
errors.  Conversation  somewhat  of  a  religious  trend; 
hallucinations  of  sight  and  hearing;  visions;  vague  perse- 
cutory delusions;  orientation  good;  memory  defective, 
frequently  contradicting  herself;  calculation  slow  and 
inaccurate.    Insight  none.    Judgment  defective. 

These  symptoms,  with  her  defective  heredity  and  moral 
instability,  are  the  grounds  for  the  diagnosis  of  Constitu- 
tional Inferiority.  The  original  diagnosis  was  Dementia 
precox. 

Differentiated  from  General  Paralysis  by  age  of  onset  of 
psychosis;  unchanging  condition  of  reflexes — always  ab- 
sent; absence  of  fibrillary  twiching;  no  tremor  of  muscles 
of  face,  tongue  and  fingers  on  extension;  absence  of 
seizures;  absence  of  expansive  delusions;  presence  of 
hallucinations  and  ''visions;"  good  orientation;  memory 
not  badly  impaired,  considering  duration  of  psychosis; 
retention  good;  deterioration  not  as  marked  as  would  be 
expected  where  psychosis  has  a  probable  duration  of 
upwards  of  twelve  years. 

The  demonstration  of  the  patient  showed  a  classical 
tabes  without  general  paralysis  deterioration.  The 
original  diagnosis  of  dementia  precox  was  questioned  by 
Dr.  Meyer,  on  account  of  the  fact  that  an  analysis  of  the 
statements  in  the  commitment  paper  in  the  light  of  the 
patient's  own  account,  proved  that  the  hallucinatory  ex- 
periences are  of  a  medium istic  or  religiously  exalted  type 
seen  in  constitutional  inferiority  and  without  any  demon- 
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strated  deteriorative  characteristics.  The  accounts  of  the 
record  too  give  a  different  impression  when  considered 
critically  in  this  light. 

DISCUSSION. 

Dr.  Meyer:  The  first  patient  I  would  hardly  be  able  to 
discuss  as  I  have  not  seen  her.  We  seem  to  be  dealing- 
with  a  senile  depression,  senile  forgetfulness,  without  evi- 
dence of  general  paralytic  deterioration;  a  picture  certainly 
controlled  by  senile  depression  on  the  ground  of  a  tabes  of 
long  standing.  The  main  difficulty  would  be  that  owing 
to  the  inaccessibility  of  the  patient  we  could  not  get  the 
reading  and  writing  tests  and  other  special  statements  on 
which  we  would  depend  for  a  diagnosis  of  general  paral- 
ysis. A  simple  depression  with  senile  forgetfulness  is 
however  probable,  inasmuch  as  no  absurd  contradictions 
have  come  to  the  front  or  anything  that  would  character- 
ize the  deterioration  as  a  general  paralysis. 

Dr.  J.  W.  Russell:  In  regard  to  cases  of  tabes  with 
other  psychosis  than  paresis,  we  had  a  man  within  a  year 
with  typical  attacks  of  manic-depressive  character  from 
which  he  recovered  and  was  discharged.  They  went  back 
several  years  and  accompanied  tabes  of  thirty  years' 
duration  and  he  had  no  symptoms  at  all  of  paresis.  It 
paresis  should  develop  in  a  case  of  locomotor  ataxia  the 
reflexes  would  not  be  affected  because  the  reflexes  would 
already  be  absent. 

Dr.  Meyer:  It  is  worth  noting  that  in  this  case  you 
have  a  tabes  such  as  you  do  not  see  in  one- tenth  of  the 
cases  of  tabetic  general  paresis.  The  classical  tabetic 
ataxia  is  but  rarely  produced  in  an  individual  that  develops 
tabes  with  the  general  paralysis.  Usually  the  "tabetic 
g-eneral  paralysis  "  shows  only  the  stumbling  and  reeling- 
on  turning  such  as  belong  also  to  the  ataxia  present  in  the 
pure  cerebral  type.  On  the  other  hand  we  know  that  even 
the  classical  tabes  will  occasionally  ultimately  be  super- 
imposed by  a  classical  cerebral  metasyphilitic  process  with 
tremor,  speech   disturbance,    writing   disturbance,  etc. 
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The  gait  of  this  patient  is  not  simply  difficulty  in  walking 
but  a  classical  condition  of  tabes.  She  has  the  typical 
slinging  of  the  feet  and  ataxia. 

Dr.  John  W.  Russell:  Is  the  simple  absence  of  re- 
flexes in  a  case  of  general  paralysis  sufficient  to  call  that 
condition  tabetic? 

Dr.  Meyer:  We  speak  of  the  tabetic  form  of  general 
paralysis  where  the  tendon-reflexes  are  absent  or  dimin- 
ished, the  degeneration  of  the  posterior  columns  may 
reach  varying  degrees.  The  typical  ataxia  very  rarely 
develops,  very  much  as  we  do  not  often  get  full-fledged 
locomotor  ataxia  in  cases  with  early  optic  atrophy. 

Dr.  Russell:  I  have  another  case  in  which  there 
seemed  to  be  nothing  but  simple  melancholia.  The  man 
had  business  trouble  on  account  of  his  inability  to  get 
about  and  there  was  simply  depression  with  suicidal  ten- 
dencies. He  practically  recovered,  became  quite  cheerful^ 
was  discharged,  went  to  work  and  is  at  work  now.  He  is 
in  charge  of  a  laundry  at  the  present  time.  This  was  a 
clear-cut  picture  of  tabes. 

Dr.  Meyer:  This  set  of  cases  ought  to  bring  out  the 
necessitv  of  making  clean  cut  differential  diagnosis  with 
regard  to  the  symptom  complex  of  general  paralysis.  In 
the  first  place  we  should  demonstrate  the  deterioration 
symptoms.  Nearly  every  case  must  have  deterioration 
symptoms  in  some  way,  perhaps  some  discrepancies  in 
dates,  or  gaps  of  judgment,  and  by  no  means  always  a 
very  marked  memory  defect.  In  addition  to  this  deteri- 
oration complex  we  can  have  almost  any  form  of  psychosis; 
we  can  have  circular  states  and  conditions  of  excitement; 
we  can  have  an  anxiety  type;  or  the  neurasthenic  or  the 
paranoid  types,  and  especially  the  paranoid  types  are  ex- 
tremely difficult  to  size  up  when  associated  with  locomotor 
ataxia  (see  the  extensive  reports  of  E.  Meyer  and  of 
Cassirer). 

From  an  anatomical  point  of  view  these  cases  are  ex- 
tremely interesting  at  the  present  time  because  such  a 
case  as  the  one  referred  to  last  night  suggests  the  possi- 
bility of  there  existing  a  meningeal  process,  a  sort  of  a 
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diffuse  largely  basal  meningitis  with  plasma  cells  but  with- 
out infiltration  of  the  cortical  vessels.  At  the  present 
time  we  are  rather  too  prone  to  assign  patients  to  the 
group  of  general  paralysis  without  giving  the  series  of 
inunctions  such  as  we  would  give  if  we  had  an  idea  that 
actual  syphilids  processes  might  simulate  general  paresis. 
I  am  at  present  strongly  in  favor  of  giving  more  cases  the 
benefit  of  a  trial  because  of  the  fact  we  see  occasionally 
such  a  limited  basal  and  spinal  meningeal  infiltration  as 
was  mentioned  last  night  in  case  W. 

The  third  case  presented  was  that  of  S.  G.  whose  history 
was  read  by  Dr.  Edward  Gillespie  as  follows: 

S.  G.     Female;  widow;  aged  74. 

Family  History:  Negative  except  for  nervous  tempera- 
ment. 

Personal  History:  Normal  at  birth;  common  school 
education,  quick  to  learn  and  "  had  a  wonderful  memory"; 
scarlet  fever  when  eight  years  old;  was  weak  for  a  long 
time  after  it  and  had  to  be  kept  out  of  school  for  about 
two  years;  left  school  and  worked  out;  married  at  the  age 
of  thirty;  married  life  not  pleasant,  especially  because  her 
husband's  sister,  who  was  insane,  lived  with  them.  This 
sister  struck  Mrs.  G.  on  the  head  once  and  nearly  killed 
her.  Mrs.  G.  never  had  any  children;  always  nervous 
temperament,  temperate. 

Previous  Psychosis:  About  twenty  years  ago  it  is  said 
she  was  insane;  depressed,  apprehensive,  restless,  thought 
she  was  going  to  die,  thought  she  had  every  known  disease. 
This  attack  lasted  about  six  months;  she  got  better  and 
appeared  to  be  well  until  1905. 

Onset  of  Present  Psychosis:  Said  to  have  begun  in  1905 
and  to  have  been  caused  by  worry.  She  became  restless, 
slept  poorly;  was  depressed,  apprehensive,  developed  de- 
lusions of  persecution;  at  that  time  was  very  excitable  and 
noisy.  It  is  said  that  her  peculiar  tone  of  voice  (harsh, 
guttural,  explosive  whisper)  dates  back  about  twenty-five 
years.  Nothing  known  about  how  long  her  faulty  memory 
or  her  aphasic  speech  has  existed.    She  lived  alone;  was 
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so  noisy  and  excitable,  threatening  neighbors,  that  the 
authorities  took  charge  of  her  and  had  her  sent  here. 

Commitment:  Will  not  remain  in  any  house  for  more 
than  a  day  or  so.  Says  she  is  being  starved;  is  afraid  of 
food,  claiming  it  is  poisoned;  will  only  take  food  from  cer- 
tain persons;  says  her  wood  and  money  have  been  stolen. 
Before  the  examining  physicians  it  is  said  she  began  a 
sentence  and  finished  by  jumping  to  another  subject.  Said 
.her  food  was  poisoned;  that  she  was  born  at  Bethlehem,  N. 
Y.,  "where  Jesus  was  born" ;  claims  to  be  a  great  mathema- 
tician; says  poisoned  medicine  is  the  cause  of  her  present 
trouble.  During  the  examination  she  was  excited ;  pounded 
the  table;  screamed  when  examiners  left;  personal  ap- 
pearance untidy.  Other  facts:  "goes  back  on"  best  friends; 
can  not  remember  maiden  name;  business  ability  gone, 
whereas  she  was  once  keen  on  money  matters. 

On  Admission:    "Senile,  excited,  delusional.'1 

Physical  Summary:  Signs  of  advancing  years;  exag- 
gerated reflexes  marked  coarse  regular  tremor  of  head  and 
hands;  muscles  not  rigid;  slight  roughness  of  aortic  and 
mitral  values;  atheroma  of  radial  and  temporal  arteries. 
Urine  increased  and  contains  albumen  and  casts. 

Diagnosis:  Chronic  Interstitial  Nephritis,  based  upon 
increased  amount  of  urine,  high  tension  of  pulse,  and 
presence  of  albumen  and  casts  in  urine. 

Mental  Status,  Attitude  and  Manner :  Was  pleasant 
and  agreeable  on  admission;  talked  freely  and  expressed 
many  delusions  of  persecution,  especially  as  regards  being 
poisoned  and  being  robbed  of  money.  "I  don't  see  why 
they  sent  me  here,  do  you  ?  I  am  not  ugly.  I  am  not 
going  to  live  long.  They  might  have  kept  me  at  home. 
Money  you  know."  (Smiles  at  nurse.)  "  I  am  not  crazy. 
The  good  Lord  is  good.  My  sister  gave  me  poison  before 
I  came  here  and  said  it  was  coffee."  She  is  frequently 
restless  at  night  and  comes  out  to  night  nurse  to  tell  her 
about  the  attempts  they  made  to  poison  her.  She  is  very 
talkative,  emotional,  inclined  to  be  suspicious  of  things 
given  her  to  eat.  At  times  becomes  much  excited  and 
noisy.  Her  enunciation  is  poor,  difficult  to  follow  at  times 
"because  she  speaks  in  a  harsh,  guttural,  explosive  whisper. 
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Mental  Activity:  Shows  considerable  spontaneity :. 
garrulous.  She  is  anxious  to  be  examined,  for  she  says 
she  is  not  sick  or  crazy  and  wants  to  go  home.  Readily 
gives  her  name  and  tells  where  she  came  from. 

O.  "  How  long  have  you  been  here?"  Ans.  "Ever 
since  January/' 

O.  "  Where  are  you?"  (She  tries  to  tell  the  name  of 
the  place.)  "  I  knew  it  but  I  can't  say  the  word."  When 
several  names  are  mentioned  she  readily  picks  out  the 
correct  one. 

O.  "What  kind  of  people  are  here?"  Ans.  "Some 
of  them  act  wild,  but  I  won't  hurt  nobody.  They  make 
awful  noises  at  night." 

Q.  "  Has  anything  happened  to  you?"  Ans.  "  I  was 
poisoned  by  the  baker — the  man  who  bakes." 

Q.  "Why  did  he  try  to  poison  you?"  Ans.  "He 
wanted  to  get  me  out  of  Otego.  He  poisoned  me  and  hurt 
my  throat,  that's  why  I  can't  speak." 

Emotional  Trend  and  Mood :  Depressed,  childish. 
"  Are  you  happy  ?"  Ans.  "  Do  you  think  anyone  could 
be  in  this  place?  (Weeps.)  Oh!  when  I  think  of  home  it 
makes  me  want  to  cry.  Oh!  I  had  first  an  accordion,  then 
a  melodeon  and  then  an  organ;  music  all  the  time.  My 
memory  is  good;  I  remember  everything  that  happened 
before  I  came  here." 

Q.  "Where  were  you  born?"  Ans.  "At  Cherry 
Valley.  I  stayed  with  people  who  baked  bread.  Her 
husband  asked  me  to  drink  coffee;  they  brought  it  out  and 
it  tasted  different.    I  said  this  doesn't  taste  like  my  coffee." 

Q.  "Did  you  think  it  was  poisoned?"  Ans.  "Oh, 
no,  no,  nothing  of  the  kind;  I  don't  think  anyone  would 
poison  me;  it  didn't  poison  me  but  it  made  my  mind 
different;  there  was  a  change  in  me;  I  was  nervous,  but 
I  slept  more  than  I  ever  did.  I  cared  for  my  husband  for 
years.  My  memory  is  good,  is  very  good;  I  can  remem- 
ber anything  that  has  happened.  I  am  a  good  cook,  but 
I  don't  want  to  stay  here  any  longer;  (Weeps.)  I  want  to 
go  home.  This  is  no  place  for  me.  I  had  a  good  home 
and  property.    They  took  my  money." 
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O.  "  Who?"  She  enters  into  a  long  description  of  her 
financial  condition  in  which  she  contradicts  herself  several 
times.  Having  made  out  a  case  against  her  husband's 
niece  and  a  Mr.  J.  she  finally  refuses  to  accuse  them. 

Delusions :  As  seen  from  the  examination,  she  has  de- 
lusions of  persecution,  of  being  poisoned  and  of  having 
her  money  stolen.  Many  times  she  has  refused  food  be- 
cause of  her  suspicions  and  has  even  refused  to  eat  fruit 
bought  for  her  in  the  city.  At  one  time  she  wanted  some 
oysters  and  when  they  were  brought  to  her  she  would  not 
touch  them;  became  much  excited  and  declared  we  were 
trying  to  poison  her.  Frequently,  she  eats  a  meal  and 
appears  to  enjoy  it  at  the  time,  but  afterwards  will  moan 
and  groan,  walk  the  floor  and  sa3%  "  Oh!  I  am  so  sick  from 
the  medicine  they  put  in  my  victuals". 

Hallucinations :  Does  not  give  evidence  of  having  any 
hallucinations. 

Orientation:  For  place,  good.  Q.  "What  place  is 
this?"  Ans.  "Why,  why,  why,  I  know  but  I  can't  tell." 
Makes  several  attempts  to  tell  but  fails.  "Why,  its  three 
miles  from  the  centre  of  Binghamton;  its  a  crazy  house; 
I  can't  say  the  name;  can't  ask  questions  just  as  I  used  to. 
Dr.  Cook  gave  me  something  that  hurt  my  speech,  I  could 
swear  it. " 

For  time,  good. 

Q.     "What   month    is   this?"     Ans.     "Otsego;  no, 

Otego." 

0.  "  Now  what  did  I  ask  you?"  Ans.  "  What  month 
it  is.    Otsego,  Otego." 

O.     "  Is  it  winter?"    Ans.  "Yes." 

Q.  "  Is  it  August  or  September?"  Ans.  "  No,  the  first 
month  of  the  year." 

O.  "What  year  is  it?"  Ans.  "1800,  1840;  no,  '43; 
no,  18  and  9  and  8  days."    Finally  says,  "  Its  1908  isn't  it?" 

Q.  "  What  day  of  the  week?"  Ans.  "Thursday.  No 
to-day  is  the  first  day  of  the  week;  yesterday  was  Sun- 
day." (This  is  correct.)  Then  she  suddenly  asks,  "  Are 
you  a  Mason,  a  Free  Mason?  Oh,  my  God!  You  will  be 
good  to  me. " 
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For  person,  fairly  good.  Knows  the  status  of  those 
about  her  but  has  difficulty  in  remembering  names.  First 
calls  the  ward  physician  a  minister;  recognizes  her  mistake 
quickly  and  says,  "No,  doctor". 

Memory  :  For  remote  past,  poor;  not  good  for  dates; 
shows  many  discrepancies. 

Q.  "How  old  were  you  when  married?"  Ans. 
"  Twenty-nine." 

Q.  "When  were  you  married?"  Ans.  "February, 
1830." 

Q.  "  How  old  are  you  now?"  Ans.  "  Seventy-seven — 
will  be  seventy-eight  next  Tune." 

For  immediate  past,  fairly  good.  Tells  what  she 
had  for  the  last  two  meals;  where  she  came  from;  that 
some  man  and  woman  came  after  her,  but  can  not  tell 
what  time  of  day  she  arrived,  or  give  a  very  good  account 
of  what  was  first  done  for  her. 

Retention:  Poor.  Can  not  remember  names  well; 
could  not  recall  test  number  given  her  fifteen  minutes 
before. 

Sc/iool  Knowledge  and  General  Experience  :  Could  not 
name  many  rivers  and  cities  which  she  appeared  to  know. 

Q.  "  Name  five  cities?"  Ans.  "  New  York.  The  next 
city  is  west.  I  can't  speak  them,  I  can't  tell  them,  I 
can't." 

"Name  five  rivers  in  the  United  States."  Could  not 
give  names.  Says  the  alphabet  correctly  with  some 
difficulty. 

Q.     "Who  is  President?"    Ans.     "  McKinley. " 
Q.     "  Vice  President?"    Ans.     "  I  can't  tell. " 
Q.     "Governor?"    Ans.     "I  know  but  I  can't  speak 
it  " 

Calculation:  Poor.  "2-1-4  =  8;  8x9=78;  6-1-3  =  9; 
4X5  =  20."  Counts  1  to  20  incompletely  and  hesitatingly, 
and  20  to  1  with  less  success. 

Reading :    Very  poor. 

Writing :    (Sample  submitted.) 

Insight:  O.  "Do  you  think  you  are  insane?"  Ans. 
"Insane,  I  should  think  not.    They  try  to  make  me  be- 
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lieve  I  don't  know  anything,  but  I  am  not  crazy. "  Becomes 
excited;  stamps  her  feet.  "  Can't  I  go  home;  can't  I  be 
allowed  to  go?  I  aint  crazy;  its  the  medicine  Dr.  Cook 
gave  me  that  made  me  crazy.  I  don't  mean  I'm  foolish 
crazy,  just  nervous  crazy." 

Mental  Summary :  Part  of  the  time  she  is  pleasant 
and  agreeable;  talks  readily;  at  other  times  is  irritable, 
excitable  and  resistive;  is  emotional,  restless,  childish, 
depressed,  suspicious;  has  persecutory  delusions.  Proba- 
bly well  oriented;  memory  poor,  especially  for  remote 
past,  and  somewhat  for  recent  past.    Calculates  poorly. 

The  diagnosis  of  Senile  Psychosis  is  based  upon  age  of 
onset;  poor  general  health;  arterio -sclerosis ;  emotional 
instability;  restlessness,  irritability,  childishness,  perse- 
cutory delusions;  deficient  memory;  poor  insight  and 
poor  judgment. 

Tests  for  Aphasia. 
Patient  is  right-handed. 

Reaction  to  Words  Hoard:  She  understands  readily 
her  own  name  and  the  names  of  others  about  her,  also 
understands  and  performs  complicated  orders;  as  for  in- 
stance, fixing  her  hair,  opening  her  mouth  and  showing 
her  tongue,  going  across  the  room  to  open  and  close  a 
window;  holds  up  the  correct  number  of  fingers  when 
asked  and  none  of  the  questions  have  to  be  repeated. 
vShe  has  some  difficulty  in  composing  words  spelled  to  her 
especially  if  these  words  have  many  letters  in;  for  simple 
words  like  cat,  dog,  rat,  bag,  she  readily  pronounces,  but 
when  the  word  "plant"  is  spelled  to  her  she  says  she 
knows  what  it  is  but  can  not  express  it.  There  was  a 
plant  immediately  in  front  of  her  on  the  table,  and  when 
asked  if  there  was  anything  in  the  room  like  the  word 
spelled  to  her,  says  "No".  When  the  plant  is  pointed 
out  and  she  is  asked  what  it  is  she  hesitates  some  and  then 
says  "  plant".  Pays  good  attention  during  the  entire  ex- 
amination and  does  not  depend  upon  gestures  at  all, 
readily  understanding  what  is  said  to  her.  She-  is  apt  to 
repeat  words  that  she  has  difficulty  in  saying,  as  if  endeav- 
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oring  to  fix  them  in  her  mind  so  that  the  next  time  she  is 
asked  them  she  will  remember.  Frequently  when  she  is 
unable  to  say  the  word  she  wants  to,  she  will  demonstrate 
by  gestures  that  she  knows  what  it  is  used  for,  etc. 
When  she  finds  it  impossible  to  say  the  word  she  wants  to 
she  will  explain  the  use  of  the  article  which  she  is  asked 
to  name  and  will  also  demonstrate  how  it  is  used. 

Picking-  Out  Objects  Named :  Before  her  were  placed  a 
key,  safety-pin,  scissors,  knife,  hairpin,  buttonhook,  letter 
and  box  of  matches.  She  picks  each  article  out  readily 
when  it  is  named ;  does  not  hesitate  at  all. 

Reaction  to  Things  Heard:  She  understands  thoroughly 
various  noises,  as  for  instance,  the  ticking  of  a  watch, 
jingling  of  keys,  &c. ;  although  she  exhibits  difficulty 
sometimes  in  explaining,  but  is  so  nearly  successful  that  it 
is  certain  she  is  not  mistaken.  There  is  no  repetition  of 
words  and  sentences  except  that  as  stated.  She  will  repeat 
a  word  over  a  number  of  times  as  if  endeavoring  to  fix  it 
in  her  mind. 

There  is  no  automatic  echolalia. 

Spontaneous  Speech :  Talks  readily  and  frequently 
shows  a  desire  to  continue  conversation. 

Defects:  The  principal  defects  noted  are  the  peculiar 
character  of  her  speech,  which  is  a  loud  whisper  with  a  fre- 
quent throat  noise  and  her  inability  to  utter  words  that  she 
wants  to  and  explaining  in  other  terms  what  she  means. 

Enumeration  of  the  Alphabet:  A,  b,  c,  repeated  three 
times,  then  a,  b,  then  a,  b,  c,  repeated  twice,  when  she 
gets  as  far  as  d,  then  a,  b,  c,  d,  then  c,  d,  and  asks  if  that 
is  right — "I  know  it  just  as  well  as  can  be".  After 
much  struggling  she  gets  up  to  k  correctly  and  then 
appears  to  be  unable  to  continue. 

Week  Days:  Monday,  Tuesday,  "  Mensday ".  These 
she  repeated  when  she  recognized  her  mistake  for  Wed- 
nesday and  corrects  it  and  finishes  Thursday,  Friday, 
Saturday  and  Sunday. 

Mouths:  "Wednesday,  Monday,  Wednesday.  Oh, 
no,  it  is  a  key;  no  ain't  it?  Oh!"  After  some  help  she 
says  "January,  yes,  yes,  yes,  January,  Friday,  January, 
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Friday,  no  January.  I  know  just  exactly  but  I  can't  put 
the  word.  January,  Thursday;  Oh,  its  F,  Oh."  Then 
with  a  little  help  she  says,  "February.  I  know  the 
letters  but  I  can't  speak  them.  Saturday,  Sunday;  lets 
see;  Wednesday,  Saturday."  Asked  what  she  was  trying 
to  say  or  think  of  "Why  the  day;  no,  the  year;  no,  the 
third  day  of  the  year." 

Q.  ''What  is  the  first  day?"    Ans.     "  January." 

Q.  "  And  the  next?  "  Ans.  "  I  had  it  in  my  head  and 
it  slipped.  Saturday,"  etc.  In  counting  from  one  to  20 
she  counts  on  her  fingers  up  to  15;  thinks  she  is  wrong 
and  begins  all  over,  finishing  correctly  and  fairly  readily. 

Calculation:    "  2+2  =  4.;  3  +  4  =  8;  7-1-3  =  8". 

Reaction  to  Tilings  Seen :  Before  her  were  placed  a  piece 
of  money,  a  buttonhook,  box  of  matches,  a  letter,  knife, 
scissors,  hairpin,  safety-pin  and  keys.  When  the  piece 
of  money  was  pointed  out  she  answered  correctly  imme- 
diately. The  buttonhook,  after  thinking  for  a  few  seconds 
she  said  "hook"  and  puts  out  her  foot,  still  later  says 
"  That  is  a  shoe,"  but  appears  to  be  unable  to  make  the 
connection  and  does  not  say  buttonhook.  Box  of  matches, 
says  "  Make  a  light,  fire  " ;  letter,  after  a  long  struggle  says 
"write,  to  write  paper,  paper  to  write";  knife  says 
"apple";  picks  it  up  again  and  says  "That  is  a  dog; 
no,  to  make  fire,  to  whittle.  Oh,  dear,  it  makes  me  feel 
so  bad".  "Ax,  no  it  ain't  an  ax,  dog".  Then  she  be- 
comes quite  impatient  with  herself.  Scissors,  demon- 
strates how  they  are  worked,  says,  "I  know  it  just  as 
well  as  can  be.  Cut,  cut,  stove,  cut";  and  begins  to  cut 
her  finger  nails.  Hair  pin,  immediately  takes  it  up  and 
puts  it  in  her  hair,  says  "its  to  fasten,  pin,  pinch,  band" 
and  when  the  word  hair  was  spoken  she  says  "hair-pence, 
hair-pant  ".  Safety-pin,  she  immediately  tries  to  open  it. 
"Its  the  same  thing  most,  the  pin  part".  Key,  keeps 
turning  it  around  in  her  fingers,  then  suddenly  exclaims, 
"  That's  a  key",  and  claps  her  hands.  (It  maybe  said 
that  she  had  been  tested  with  a  key  upon  numerous 
occasions  before  and  that  is  the  reason  she  appeared  so 
glad  when  she  recognized  it  quickly,  as  above.) 
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Reaction  to  Things  Swelled  and  Tasted:  It  was  im- 
possible to  test  her  in  either  of  these  special  senses  be- 
cause she  became  much  excited;  feared  that  she  was  going 
to  be  poisoned;  that  we  would  give  her  medicine;  and 
became  so  agitated  that  it  could  not  be  continued.  An 
effort  was  made  on  several  different  occasions  to  make 
the  tests  but  each  time  with  the  same  result. 

Reaction  to  Tilings  Felt  with  Eyes  Closed:  She  can 
demonstrate  that  she  readily  recognizes  what  the  objects 
are  or  what  they  are  used  for  and  would  demonstrate  their 
use,  but  she  had  just  as  much  difficulty  to  recall  their 
names  as  she  did  when  she  looked  at  them. 

Reaction  to  Words  Seen  (Printed  Letters):  On  a  piece 
of  paper  were  printed  in  large  letters  W.  C.  T.  U.,  Y.  M. 
C.  A.  and  G.  A.  R.  She  recognized  and  read  the  in- 
dividual letters  fairly  readily,  but  appears  to  get  no  correct 
meaning  out  of  them,  for  instance,  in  Y.  M.  C.  A.  says, 
"Y  stands  for  our  State,  New  York;  M  ?  Can  not  tell 
what  it  stands  for;  C,  country  and  A,  America." 

Does  not  appear  to  grasp  the  meaning  of  the  first  two 
signs,  W.  C.  T.  U.  and  Y.  M.  C.  A.  but  appears  to  grasp 
the  meaning  of  G.  A.  R.  after  it  is  read  to  her. 

On  a  card  were  written  the  fractions  }{,  y.  When 
the  fraction  was  shown  she  answers  "^"correctly; 
j4j  answers  correctly;  says  "/i,  no  ^C";  when  the 
fraction  2/i  is  shown  her  she  names  the  numerator  and  de- 
nominator correctly  but  says  2  means  l/2  and  3  }4;  fs,  has 
difficult}'  in  naming  the  figures  but  finally  counts  them  up 
on  her  fingers;  does  not  understand  what  the  fraction  is. 

On  a  card  was  written  "What  is  your  name  ?  "  Has 
much  difficulty  in  spelling  out  the  words  and  grasping  their 
meaning,  giving  letters  wrong  names;  after  much  figuring 
and  with  help  she  finally  grasps  what  is  wanted. 

The  question  was  written  <;  How  old  are  you  ?  "  Has 
difficulty  in  reading  the  letters;  says  "h"  in  how  is  a  "w" 
and  it  is  only  after  much  figuring  and  with  help  that  she 
finally  gets  it  right.  Reads  other  letters  with  little  diffi- 
culty and  grasps  the  meaning  of  the  word.  Has  the  same 
trouble  with  the  other  words,  frequently  calling  letters  by 
wrong  names,  but  finally  appears  to  grasp  the  meaning. 
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Counting  Cards:  A  pack  of  cards  is  given  to  her.  She 
says  "  I  don't  know  anything  about  cards;  my  people  did 
not  believe  in  them."  She  counts  out  the  pack  by  sixes 
correctly  each  time,  with  but  one  mistake. 

She  is  aware  of  her  difficulty;  endeavors  to  the  best  of 
her  ability  to  say  and  do  things  correctly,  but  when  she 
finds  it  impossible  to  say  the  word  she  wants  to  will  ex- 
plain what  she  means  both  in  words  and  by  gestures.  She 
frequently  appears  to  be  impatient  when  she  can  not  say 
what  she  wants  to. 

Shows  some  alexia  in  her  inability  to  recognize  meaning 
of  W.  C.  T.  U.  and  Y.  M.  C.  A.,  also  fractions  can  not 
read  aloud:  amnesic  aphasia  in  her  difficulty  to  call  articles 
by  their  proper  names  without  making  many  mistakes; 
amnesic  agrapJiia  in  her  inability  to  write  words  she  wTishes 
to. 

DISCUSSION. 

Dr.  Mkyer:  The  main  issue  in  such  a  case  would  of 
course  be  the  formulation  of  a  diagnosis. 

It  would  seem  that  the  patient  passed  through  six 
months  of  agitated  depression  about  the  age  of  54.  The 
development  at  74  rather  suggests  a  senile  excitement 
with  persecutory  trend,  poor  general  information  and  calcu- 
lation, difficulty  of  retention  and  a  peculiar  tendency  to 
get  rattled  in  her  replies.  She  is  rarely  paraphasic: 
"  Can't  ask  questions  just  as  I  used  to"  and  then  readily 
mixed  up  (What  month?  "Otsego — no  Otego."  although 
she  takes  in  and  repeats  the  word  month.)  The  special 
examination  for  aphasic  disorders  reveals  no  disorder  of 
auditory  identification,  but  some  difficulty  in  naming 
objects  and  in  reading. 

To  account  for  this  there  is  no  evidence  of  a  cerebral 
shock  in  the  history.  The  tremor  (of  25  years'  duration) 
is  of  the  senile  type  without  rigidity  of  the  muscles. 
There  is'no  hemianopsia.  The  difficulty  in  reading  may 
in  part  be  from  presbyopia.  In  the  efforts  to  read  orders 
she  gets  the  words  together  and  finally  carries  out  the 
request  (in  distinction  from  so  many  patients  with  partial 
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alexia  who  exhaust  all  their  interest  in  a  partial  reading 
of  the  order).  Conditions  of  this  character  are  most  com- 
monly connected  with  simple  diffuse  atrophies,  rather  than 
with  focal  lesions.  Difficulties  of  initiation,  of  naming, 
etc.,  are  at  times  due  to  focal  lesions  on  the  lateral  side  of 
the  auditory  field,  i.  e.,  on  the  lateral  side  of  the  temporal 
lobe.  A  diffuse  atrophy  in  the  temporo-parietal  region 
(with  perhaps  small  foci)  is  more  probable  here  in  the 
absence  of  a  sudden  onset,  little  affection  of  actual  spon- 
taneous thought  and  sentence  formulation;  absence  of 
jargon  and  even  of  paraphasia. 

Dr.  Frost  inquired  into  the  peculiarity  of  the  speech  and 
the  relation  to  the  tremor  (the  larynx  had  not  been  ex- 
amined). He  further  referred  to  a  case  of  paralysis 
agitans  and  arterio-sclerosis  with  periods  of  aphasia;  in- 
ability to  tell  names,  etc.,  for  a  week  at  a  time  and  then 
again  practical  restitution.  Could  arterio-sclerosis  account 
for  this? 

Dr.  Meyer:  Probably  an  arterio-sclerosis  with  only 
partial  occlusion  of  the  blood  vessels  might  account  for 
transitory  aphasias  of  a  more  diffuse  character.  As  a  rule 
if  we  deal  with  arterio-sclerosis,  repeated  spells  of  that  sort 
are  apt  to  leave  finally  permanent  injury  and  complete  resti- 
tution becomes  rare.  General  paralysis  is  more  likely  to 
permit  of  repeated  recoverable  aggravations;  but  then  the 
attacks  imply  as  a  rule  marked  general  disturbance. 

The  session  concluded  with  the  presentation  of  a  Case 
of  Dementia  Prcecox.  The  case  record  was  read  by  Dr. 
Charles  G.  Lyon  as  follows: 

r  R.  W.  B.  Admitted  June  27th,  1907;  single;  age  21; 
student. 

Family  History:    There  is  no  heredity  taint. 

Personal  History  :  Normal  child  at  birth.  Disposition 
mild  and  cheerful.  Began  school  at  5  years  of  age; 
graduate  of  High  School  in  1905,  and  of  late  has  been  a 
student  at  Syracuse  University.  On  account  of  limited 
means  he  is  said  to  have  over-studied  and  it  was  necessary 


256 


for  him  to  leave  college  last  March  on  this  account.  In 
April  he  was  committed  to  Glenmary,  but  was  later  dis- 
charged, not  recovered. 

Commitment  paper  states  :  First  attack  began  March 
15,  1907;  was  gradual  in  development,  supposed  cause, 
over-study  and  mental  anxiety. 

Petition  states :  He  says  that  he  is  engaged  to  marry  a 
certain  girl  (this  is  not  so).  That  he  is  the  son  of  John 
D.  Rockefeller.  Is  restless  and  walks  all  night  without 
any  purpose. 

To  the  Examining  Physicians :  Said,  He  had  been 
arrested  by  a  policeman  at  one  o'clock  in  the  morning 
for  looking  in  a  saloon  window;  and  confined  in  the 
jail  until  next  morning.  Was  discharged  by  the  judge. 
He  was  restless  and  uneasy,  moved  to  emotions  of 
laughter  and  talked,  doing  so  in  an  emotional  manner 
really  amounted  to  silliness.  Admits  that  he  can  not 
sleep  well  at  night  and  gets  up  and  wanders  through  the 
streets. 

Physical  Examination  :  Palate  rather  high  and  narrow 
arched.  Skin,  mucous  membranes  somewhat  anaemic. 
Occasional  attack  of  vertigo.  Has  suffered  from  some 
headache. 

Eyes:  Normal,  but  has  worn  glasses  when  studying. 
Fine  movements  slightly  inco-ordinated.  Reflexes 
slightly  exaggerated.  Fine  rapid  tremor  of  the  fingers, 
and  lower  eyelids,  increased  in  rapidity  when  the 
patient's  attention  is  directed  to  them.  Sleep  has  been 
poor.    Unpleasant  dreams  at  times. 

General  Attitude  and  Manner :  Patient  was  quiet  and 
orderly.  Gives  the  appearance  of  taking  but  little  interest 
in  his  surroundings.  Is  not  inclined  to  co-operate  readily 
with  the  examiner,  but  after  some  urging  would  reply  to 
questions  fairly  coherently. 

Streams  of  Mental  Activity:  He  does  not  look  up 
when  addressed  and  shows  little  spontaneity,  not  being 
inclined  to  answer  questions  readily,  showing  some  re- 
tardation; frequently  only  answering  after  questions  have 
been  repeated. 
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Mental  Trend,  Mood,  Delusions,  Hallucinations,  etc.: 
His  general  expression  is  dull.  He  frequently  laughs  and 
smiles  to  himself  in  a  silly  manner,  his  mood  being  one  of 
indifference  and  his  emotions  are  not  easily  aroused  when 
his  family,  etc.,  are  spoken  of.  He  suffers  from  hallu- 
cinations of  sight  and  hearing  and  is  delusional.  Believes 
that  he  has  been  brought  here  to  get  him  out  of  the  way 
because  they  have  it  in  for  him  here  in  the  city.  States 
that  the  people  with  whom  he  resides  are  not  his  parents, 
and  he  is  not  really  a  member  of  the  family  as  he  is  not 
like  them.  That  his  real  parents  live  in  New  York  City, 
and  he  is  the  son  of  John  D.  Rockefeller.  States  that  he 
is  filled  with  the  Holy  Ghost  and  is  the  most  perfect 
young  man  since  the  time  of  Christ.  Denies  hallucination 
of  sight  at  present  but  states  he  could  see  and  feel  scor- 
pions, lizards  and  serpents  inside  of  him.  He  could  see 
the  serpents  thrust  their  fangs  out  of  his  eyes,  ears,  nose 
and  mouth.  When  asked  if  he  can  hear  voices  states  that 
he  can  hear  Dr.  McGuire  talking  to  him,  also  other  people. 
Hears  heavenly  voices  speaking  about  the  Bible  and  his 
calling.  Hears  angels  singing.  Heard  Christ  say, 
"  Jesus  weeps; "  then  God  said,  "Come  to  the  throne  of 
Jesus."  Charles  Wesley  talks  to  him  saying  "  Sin — mark 
it  down.  Thou  sayest  so.  To  do  as  Christ  wishes  him, 
etc." 

Orientation :  Is  clear  as  to  place,  year,  month,  day, 
etc. 

Mental  Grasp  on  Occurrences  and  Surroundings :  Is 
only  fair.  Apparently  due  to  his  taking  little  interest  in 
his  surroundings;  on  immediate  past,  answers  questions 
fairly  correctly;  on  remote  past,  is  good. 

School  Knowledge  and  General  Experience :  After 
some  urging  he  answers  questions  slowly  and  correctly. 

Calculation :    Is  good  but  slow. 

Retention  :    Remembers  fairly  well. 

Insight:  Is  clouded.  Does  not  believe  that  he  should 
have  been  sent  here  or  that  he  is  insane.  States  that 
there  is  nothing  the  matter  with  him,  excepting  he  has 
worked  harder  than  his  physical  health  could  stand. 
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DISCUSSION. 

Dr.  Meyer  drew  the  attention  to  the  misconceptions 
which  might  result  from  accepting  the  history  furnished 
as  a  description  of  the  actual  developments. 

Dr.  Eggleston  asked:  In  how  far  is  the  ordinary  stress 
with  or  struggle  for  existence  really  the  etiological  factor 
in  a  mental  condition  of  any  kind? 

Dr.  Meyer  would  demand  that  the  facts  given  in  a  his- 
tory should  not  be  accepted  as  complete  until  they  furnish 
a  consistent  and  sufficient  explanation  of  what  we  have  at 
hand.  Overstudy  practically  always  points  to  a  leakage, 
to  inefficiency  or  disappointment.  Simple  overwork  is  a 
thing  to  which  one  reacts  automatically  by  getting  tired 
out  so  that  one  stops  and  gets  rested.  Where  it  is  part  of 
a  deterioration  process,  the  chief  fact  is  that  it  is  part  of 
undermining  and  disorganizing  ways  of  thinking  and 
living. 

Dr.  Wagner  inquired  concerning  the  eye-symptoms  in 
dementia  precox. 

Dr.  Meyer  inclines  to  the  view  that  the  haziness  and 
injection  of  the  disk  and  later  development  of  pallor  is  in- 
cidental to  the  general  disturbances  and  asks  for  evidence 
of  actual  visual  loss  in  cases  of  dementia  praecox. 

Dr.  J.  W.  Russell  said  that  the  work  of  the  ophthal- 
mologist at  Willard  showed  that  defects  of  vision  were  less 
marked  in  dementia  praecox  cases  than  in  any  other  form 
of  insanity. 

Dr.  Frost  has  long  agreed  thoroughly  with  the  views 
regarding  the  nature  and  mode  of  developments  of 
dementia  praecox  discussed  by  Dr.  Meyer,  although  the 
facts  can  not  be  brought  under  observation  in  every  case. 
Overwork  should  not  be  accepted  as  the  etiology  in  such 
a  case  merely  because  we  have  no  further  information 
about  the  habits,  etc.  Most  physical  disorders  seem  to  be 
incidental  in  these  cases. 

Dr.  Eggleston  raises  the  question  whether  the  faulty 
thinking  habits  in  youth  can  be  regarded  conscientiously 
as  etiological  factors  or  whether  we  should  not  have  to 
account  for  reasons  why  the  person  thinks  faultily? 
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Dr.  Meyer  fully  accepts  constitutional  disorders  in  many 
of  the  cases;  but  not  a  few  of  the  cases  come  from  the 
midst  of  otherwise  healthy  families,  and  in  all  cases  the 
disorders  begin  with  disturbances  of  balance  by  no  means 
hopeless  in  themselves,  but  usually  trifled  with.  Unless 
we  learn  to  study  these  stages  rather  than  accept  with 
resignation  the  "first  causes"  which  are  hazy  and 
beyond  reach,  we  miss  the  opportunity  of  seizing  the 
situation  in  them  while  we  can  handle  what  is  at 
hand  in  just  the  form  in  which  it  is  at  hand.  We  usually 
merely  try  to  suppress  tendencies  instead  of  learning  to 
direct  them. 

Dr.  W.  L.  Russell  pointed  to  the  transformation  of  the 
general  views  and  the  importance  of  its  bearing  upon  our 
hospital  life.  Several  years  ago  the  most  important  thing 
in  institution  work  appeared  to-  be  to  assist  the  mental 
conditions  with  neglect  of  the  physical  study.  Later,  this 
deficiency  was  balanced  in  the  work  of  the  physicians  and 
in  giving  the  nurses  training  to  meet  the  physical  require- 
ments as  in  general  hospitals.  Xow  we  are  taking  up  the 
mental  side  with  new  ways  again  and  with  great  advant- 
age to  the  patient.  The  first  step  is  of  course  a  thorough 
analysis  of  the  mental  condition  and,  there,  the  great 
value  of  such  ideas  as  Dr.  Meyer  expressed  has  appeared 
in  a  number  of  cases.  Dr.  Russell  was  inclined  to  suggest 
that  the  cases  which  are  discharged  recovered  should  not 
be  called  dementia  praecox.  He  rather  had  the  impression 
that  they  do  not  line  up  with  those  cases  which  remain  as 
typical  dementia  praecox.  They  would  seem  essentially 
different,  not  only  different  in  degree. 

Dr.  Meyer  is  not  so  sure  that  the  difference  is  essential. 
For  practical  work  he  would  suggest  to  make  it  a  point  to 
ask:  What  facts  have  we  on  hand?  How  do  they  work 
out  toward  explaining  the  conditions?  What  factors  does 
the  individual  show  that  point  towards  an  unbalancing  and 
how  do  they  explain  the  result?  It  is  best  to  assume  that 
the  symptoms  are  as  a  rule  faulty  ways  of  trying  to  over- 
come certain  difficulties.  What  are  these  difficulties? 
How  are  we  to  manage  them?    How  can  we  recognize 
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them  before  the  patient  has  to  attract  our  attention  with 
thoroughly  abnormal  reactions? 

Dr.  Meyer  would  not  like  to  be  understood  as  speaking  of 
psychotherapeutics  merely  in  a  sense  of  adjusting  some 
thoughts  and  some  notions.  It  is  the  activities  of  the  per- 
son, the  whole  attitude  of  the  person  towards  things  and 
his  conduct  that  we  have  to  regulate  and  that  is  what 
gives  seriousness,  or  we  might  say,  the  organic  feature  to 
the  whole  thing.  It  is  natural  and  just  that  we  pay  more 
attention  to  the  physical  conditions  than  to  the  mental. 
It  is  surprising  how  erroneous  the  mental  therapeutics  of 
the  past  were  as  compared  to  our  present  mode  of  looking 
at  things.  In  the  past  psychotherapeutics  were  like  the 
moralizing  of  the  past,  trying  to  induce  the  individual  to 
live  up  to  abstract  ways  without  any  special  regard  for  the 
difficulty  of  the  individual.  At  the  present  time  we  have 
learned  to  shape  our  work  not  according  to  what  the  indi- 
vidual ought  to  be  in  an  abstract  way  and  according  to  a 
definite  scheme  of  making  them  reach  their  salvation,  but 
we  are  ready  to  deal  with  the  kind  of  quandaries  the 
patient  presents  and  to  make  the  most  out  of  the  material 
which  the  patient  gives  us. 

Dr.  W.  L.  Russlll:  It  seems  to  me  as  though  we  had 
reached  a  point  where  we  should  also  train  our  nurses 
along  these  lines,  so  as  to  qualify  them  in  the  amusing  and 
employing  of  the  patients,  etc.,  to  get  accustomed  to  ^ee 
that  the  patient  is  trying  to  do  his  best  to  adjust  himself. 
They  will  then  no  longer  tell  you  merely  that  the  patient 
has  hallucinations;  they  will  say  that  he  does  so  and  so; 
and  says  such  and  such  things;  he  says  he  is  this  and  that. 

In  corroboration  of  these  remarks,  Dr.  Meyer  added  that 
in  dreams  we  are  prone  to  get  ourselves  into  a  situation 
where  we  realize  a  fulfillment  which  we  otherwise  can  not 
reach,  so  the  patient  with  his  struggle  in  finances  has  come 
to  the  point  where  ordinary  working  out  of  the  thinking 
apparatus  occasionally  might  excuse  a  dream  of  being 
Rockefeller's  son.  But  with  him  it  has  gone  further.  He 
has  no  balancing  power  to  meet  this  dream-like  attempt  to 
enjoy  in  fancy  what  he  was  not  able  to  reach.    If  the 
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attendant  realizes  this,  he  treats  the  patient  differently, 
gives  you  the  report  just  as  the  patient  says  it,  while  if  the 
attendant  thinks  it  is  just  "hallucinations  and  delusions ", 
he  thinks  it  does  not  matter  as  "it  is  only  delusions  any- 
way". If  you  obtain  what  the  patient  actually  produces 
you  are  able  to  use  that  for  therapeutic  purposes. 

Entering  upon  the  patient's  difficulty,  and  trying  to 
understand  how  the  patient  comes  to  have  such  notions 
helps  us  to  show  the  patient  how  to  get  better  re- 
sults along  other  lines  of  thought  and  application,  or 
how  to  use  the  same  line  of  thought  with  a  little  more 
judgment. 

We  must  see  that  the  material  we  accumulate  in  our 
records  is  what  we  use  in  the  practical  work  and  as  soon 
as  we  do  that  mental  symptoms  become  of  value  to  us; 
we  can  not  get  along  in  the  future  without  them. 


THE    ROLE    OF    THE    MENTAL    FACTORS  IN 
PSYCHIATRY. 


By  Al-olf  Meyer,  M.  D.,  LL.  D. 

Director  of  the  Pathological  Institute  of  the  New  York  State 
Hospitals  for  the  Insane. 

Read  at  the  annual  meeting  of  the  American  Medico-Psychological  Associa- 
tion. Cincinnati.  Ohio.  May  15.  1906. 

Nearly  forty  years  ago  John  P.  Gray  made  a  plea  tor 
the  view  that  mind  can  not  become  diseased  itself,  and 
that  there  can  not  be  any  mental  diseases,  but  only  dis- 
eases of  the  brain.*  To  prove  this,  he  eradicated  as  a 
superstition  the  idea  that  mental  or  moral  causes  could 
figure  in  the  etiology  of  mental  disorders.  He  published 
a  table  of  the  causes  in  the  cases  admitted  during  the 
years  1S43-1S70  and  in  these  he  gave  the  following  ratio 
in  percentages  (selected  from  the  complete  table) : 


1*43 

1851 

1860 

1865 

1866 

1867 

1863 

46.38 
88.70 
19.93 

— 1— 
30.05 

62.57 

7.37 

13.95 
70.33 
15.73 

5.41 
78.35 
•21/24 

3.09 
67. 7S 
29.12 

Physical  causes  

Unascertained  causes.. . 

80.05 
19.95 

77.49 
22.51 

He  achieved  his  practical  aim  to  harmonize  the  theory 
and  the  wise  aspiration  to  obtain  the  supremacy  of  phy- 
sicians in  the  care  of  the  insane.  But  he  went  from  one 
extreme — the  tendency  to  systematic  ignoring  of  the 
somatic  factors  in  the  lay-public — to  another  extreme,  the 
disregard  of  the  mental  factors. 

Pathology  also  had  to  pass  through  extremes.  From 
witchcraft  and  humoral  pathology,  it  had  become  a  study 
of  lesions  and  their  consequences.    Lesions  of  the  brain 

*This  contrast  turns  partly  on  the  meaning  of  "disease",  which  accord- 
ing to  older  pathological  conceptions  can  not  pertain  to  function  but  only 
to  the  organ;  and  partly  it  aims  to  steer  clear  of  the  issue  whether  mind  was  a 
function  of  the  brain  or  perhaps  the  eternal  principle,  which  we  naturally 
-would  not  like  to  think  of  as  "  diseased 
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figured  as  the  only  possible  explanations  of  disorders  of 
its  functions.  So  numerous  were  the  anatomical  and  his- 
tological discoveries  that  they  absorbed  all  the  attention; 
and  what  was  not  yet  known  was  nevertheless  put  down  in 
terms  of  some  kind  of  'lesion',  and  the  knowledge  of  the 
lesion  was  the  pathology. 

In  the  meantime  a  revolution  has  taken  place.  The 
theory  of  immunity  brought  pathology  to  experimental 
terms.  The  great  fact  had  to  be  accepted  that  an  organ- 
ism which  had  had  small-pox  was  protected  for  a  period. 
The  capacity  of  resistance  to  degrees  of  virulence  of  an- 
thrax became  an  issue  greater  than  that  of  a  mere  knowl- 
edge of  the  tissue  changes.  The  mere  histologist  has 
given  way  to  the  experimentalist;  or  rather  a  combination 
of  all  the  available  facts,  causal,  functional  and  structural, 
in  terms  of  experiments,  has  become  the  central  thought 
of  pathology. 

The  finest  histological  demonstration  of  the  posterior 
column  lesions  of  tabes — by  many  thought  to  be  'the 
pathology  of  the  disease ' — would  not  tell  us  that  if  you 
wish  to  avoid  tabes  you  must  avoid  syphilis.  The  knowl- 
edge of  lesions  is  but  one  of  the  resources  of  the  formula 
of  real  pathology,  and  the  formula  is:  (i)  What  is  the 
condition  under  study  (the  disturbance  expressed  func- 
tionally or  anatomically,  but  at  least  sufficiently  to 
distinguish  it  from  other  similar  conditions)?  (2)  What 
are  the  conditions  under  which  it  arises?  and  (3)  To 
what  extent  are  the  conditions  and  the  developments 
modifiable? 

We  know  now  that  the  lesion  itself  if  we  know  it,  is 
only  one  of  the  symptoms  (although  to  be  sure  one  of  the 
type  which  '  keeps '  and  can  be  bottled  up  and  demon- 
strated longer  than  the  functional  symptoms),  and  that  the 
whole  condition  must  be  expressed  in  a  lucid  equation  of 
an  experiment  of  nature  before  it  gives  us  the  satisfaction 
of  knowing  the  '  pathology  '. 

Hence  the  mere  assumption  of  a  hypothetical  lesion  is 
no  solution  and  not  even  necessarily  the  most  stimulating 
hypothesis.    Thus  we  come  to  hear  again  of  '  psycho- 


264 

genetic  development of  cases  of  dementia  praecox  and 
of  depressions,  hysterical  tantrums,  etc.  What  can  this 
mean? 

Take  the  case  of  a  woman  of  somewhat  restricted  ca- 
pacity who  is  forced  by  circumstances  to  move  on  two  oc- 
casions, and  who  each  time  and  on  no  other  occasion 
worked  herself  into  a  depression.  She  did  not  see  how 
she  could  do  the  work  and,  instead  of  doing  the  best  she 
could,  she  dropped  into  a  state  of  evil  anticipation,  lamen- 
tation, perplexity — a  typical  depression  of  several  months 
duration.  Her  sister  too  had  a  depression  of  a  rather 
different  character,  but  also  on  provocation.  We  do  well 
to  point  to  the  constitutional  peculiarity — a  lack  of  im- 
munity. Since  there  arc  cases  in  which  we  can  not  find 
any  precipitating  factors  we  are  apt  to  spread  ourselves  on 
a  statement  of  heredity  and  possibly  degeneracy  of  make- 
up, of  possible  lesions,  etc.,  and  to  over-emphasize  these 
issues.  What  we  actually  know  is  that  this  patient  is  apt 
to  react  with  a  peculiar  depressive  reaction  where  others 
get  along  with  fair  balance.  The  etiology  thus  involves 
(i)  constitutional  make-up,  and  (2)  a  precipitating  factor; 
and  in  our  eagerness  we  cut  out  the  latter  and  only  speak 
of  the  heredity  or  constitutional  make-up.  It  is  my  con- 
tention that  we  must  use  both  facts  and  that  of  the  two,  for 
prevention  and  for  the  special  characterization  of  the  make- 
up, the  precipitating  factor  is  of  the  greatest  importance 
because  it  alone  gives  us  an  idea  of  the  actual  defect  and  a 
suggestion  as  to  how  to  strengthen  the  person  that  he  may 
become  resistive.  It  is  a  problem  of  index  of  resistance 
with  regard  to  certain  difficulties  of  mental  adjustment . 

Take  another  case :  Advantage  is  taken  of  a  girl  of  six 
by  a  neighbor's  boy.  She  did  not  dare  tell  any  one  for 
shame;  and,  without  knowing  what  it  all  meant,  she 
imagined  things  about  it,  that  she  had  become  different 
from  others.  It  is  difficult  to  know  how  much  children 
can  elaborate  such  feelings  and  how  much  they  can  be- 
come entangled  and  twisted  by  amplifying  dreams  and  talk 
of  others  and  what  not,  if  once  started  on  a  track  without 
the  normal  corrections.    At  eleven,  the  patient  had  a 
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slight  accident  and  limped  for  six  months.  A  plain  ovari- 
algia with  typical  hysterical  convulsions  and  paraplegia 
followed  the  nursing  of  her  sister  through  an  illness  at 
eighteen;  recovery  supervened  in  one  year.  Then,  at 
twenty-one,  after  nursing  and  losing  her  grandmother,  she 
experienced  a  new  collapse,  again  with  recovery.  At 
twenty-five,  there  came  a  hysterical  psychosis  which  was 
mismanaged  and  drifted  into  stupor,  then  excitement  and 
then  a  classical  catatonic  dementia.  For  every  step  there 
are  adequate  causes:  usually  causes  which  wrould  not  have 
upset  you  or  me,  but  which  upset  the  patient.  Now 
what  makes  the  difference  between  her  and  you  or  me?  A 
different  make-up,  yes;  but  what  kind  ?  Can  we  expect  a 
full  answer  in  some  general  term  ?  Do  we  not,  to  explain 
it  usefully  and  practically,  have  to  express  it  in  the  very 
facts  of  the  history?  Every  step  is  like  an  experiment 
telling  us  the  story,  and  giving  us  the  concrete  facts  to  be 
minded;  while  to  speak  merely  of  'hysteria'  or  later  of 
'  dementia  praecox '  gives  us  no  good  clue  as  to  what  to 
prevent,  and  what  sore  spots  to  protect  and  what  weak 
sides  to  strengthen,  but  only  a  general  characterization  of 
the  possible  mischief  and  the  probable  absence  of  a  palpa- 
ble lesion,  and  the  fact  that  the  disorder  consists  of  a 
faulty  hanging  together  of  the  mental  reactions  or  ad- 
justments, shown  by  and  promoted  by  previous  mal- 
adjustments. 

Some  of  you  are  probably  familiar  with  my  explanation 
of  many  of  the  conditions  now  lumped  together  as  de- 
mentia praecox.  I  started  from  the  realization  that  in 
some  diseases  we  are  continually  promising  ourselves 
lesions,  and  over  that  we  neglect  facts  which  are  even 
now  at  hand  and  ready  to  be  sized  up  and  the  very  things 
we  must  learn  to  handle.  Some  persons  are  immune  and 
readily  balanced,  others  get  wrecked.  The  main  question 
is  what  makes  the  difference?  Some  talk  of  degeneracy, 
others  of  autointoxications  and  still  others  of  glia-over- 
growth;  but  these  statements  are  often  enough  mere  con- 
jectures, or  refer  to  merely  incidental  facts,  and  do  not 
give  us  much  to  go  by. 
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Take  a  case  of  catatonic  stupor.  There  are  evidently 
many  factors  involved.  All  I  want  to  know  is  whether  I 
can  best  clinch  the  facts  actually  known  about  the  patient 
— by  using-  what  there  is  (usually  a  characteristic  string  of 
habit  developments  and  experiences  and  maladjustments), 
or  by  inventing  some  poisons  or  what  not. 

It  has  been  my  experience  to  find  in  many  a  case  of  de- 
mentia praecox  far  more  fore-runners  of  actual  mischief 
than  the  average  alienist  gets  at  by  his  examination  when 
he  avoids  these  facts  or  does  not  know  how  to  use  them. 
And  it  has  become  my  conviction  that  the  developments 
in  some  mental  diseases  are  rather  the  results  of  peculiar 
mental  tangles  than  the  result  of  any  coarsely  appreciable 
and  demonstrable  brain  lesion  or  poisoning — the  natural 
further  development  of  inefficient  reaction-types;  and 
that  I  would  rather  look  at  the  bird  in  the  hand,  and  act  on 
the  available  facts,  while  I  can  still  live  in  hope  that  some 
day  I  might  find  an  organ  or  poison  which  is  more  in- 
volved than  another,  and  to  which  might  be  given  a  prop. 

I  should  consider  it  preposterously  absurd  to  try  to  ex- 
plain an  alcoholic  delirium  merely  on  fears  and  psycho- 
genic factors,  leaving  out  of  sight  the  stomach  condition 
and  lack  of  food  and  sleep;  and  I  consider  it  as  equally 
absurd  to  disregard  the  experience  with  the  moving  and  all 
it  implied,  the  twist  of  the  hysterical  woman  along  the  line 
of  a  supposed  internal  injury,  and  its  being  used  in  the  de- 
velopment of  a  catatonia,  or  the  weight  of  habitual  indecis- 
ion and  lack  of  completion  in  psychasthenia,  the  habit 
conflicts  and  deterioration  of  sane  instincts  in  dementia 
precox,  etc.  Where  these  facts  exist,  we  should  use  them 
rather  than  wholly  hypothetical  poisons.  Where  we  do 
find  somatic  disorders  we  use  them;  where  we  should  have 
to  invent  them  first  in  order  to  get  anything  to  work  with, 
we  would  better  use  the  facts  at  hand  for  what  they  are 
worth,  in  order  to  reconstruct  the  disorder  in  terms  of  an 
experiment  of  nature. 

Why  the  dissatisfaction  with  explanations  of  a  psycho- 
genic character? 

(i)    Because  the  facts  are  difficult  to  get  at,  and  diffi- 
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cult  to  control  critically,  and  often  used  for  stupid  infer- 
ences; for  instance,  a  notion  that  a  psychogenic  origin, 
/.  e.,  a  development  out  of  natural  mental  activities  which 
need  not  harm  you  and  me,  could  not  explain  lasting  and 
frequently  progressive  disorders  (in  the  face  of  the  fact 
that  nothing  is  more  difficult  to  change  than  a  political  or 
religious  or  other  deeply  rooted  conviction  or  tendency, 
and  nothing  more  difficult  to  stem  than  an  unbalanced 
tendency  to  mysticism,  lying,  etc.). 

(2)  Because  there  prevail  misleading  dogmatic  ideas 
about  mind. 

It  is  unfortunate  that  science  still  adheres  to  an  effete 
and  impossible  contrast  between  mental  and  physical. 
More  and  more  we  realize  that  what  figures  in  our  mind 
as  matter  is  much  better  expressed  in  terms  of  combina- 
tions of  electrons  if  not  simply  of  energies  which  throw  off 
many  of  the  forbidding  and  restrictive  features  of  those 
masses  which  form  the  starting  point  of  our  concept  of 
inert  matter  which  is  practically  sufficient  for  most  de- 
mands of  ordinary  physics,  but  a  hindrance  to  a  better 
conception  of  the  more  complex  happenings  of  biochem- 
istry. Mind,  on  the  other  hand,  is  a  sufficiently  organized 
living  being  in  action  ;  and  not  a  peculiar  form  of  mind- 
stuff.  A  sufficiently  organized  brain  is  the  main  central 
link,  but  mental  activity  is  really  best  understood  in  its 
full  meaning  as  the  adaptation  and  adjustment  of  the  in- 
dividual as  a  whole,  in  contrast  to  the  simple  activity  of 
single  organs  such  as  those  of  circulation,  respiration, 
digestion,  elimination,  or  simple  reflex  activity. 

We  know,  of  course,  that  in  these  reactions  which  we 
know  as  mental,  the  brain  forms  the  central  link  at  work, 
although  we  know  but  little  of  the  detail  working.  Sen- 
sori-motor  adjustments  form  an  essential  part  and  as  soon 
as  we  pass  from  the  simple  representative  reactions  such  as 
sensations  and  thoughts,  to  the  effective  reaction,  emotions 
and  actions,  we  get  a  distinct  participation  of  the  work  of 
glands,  of  circulation,  of  respiration  and  muscular-adjust- 
ments, so  that  organs  serving  as  such  more  limited  '  in- 
trapsychic' purposes,  enter  as  intrinsic  parts  into  emotions, 
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appetites,  instincts  and  actions,  so  as  to  form  the  concrete 
conduct  and  behavior ',  which  is  the  main  thing  deranged  in 
our  patients. 

Thus  we  do  not  contrast  mental  activity  with  physical 
activity,  which  can  be  shown  to  be  an  artificial  contrast 
with  untenable  and  not  truly  scientific  foundation,  but  we 
contrast  mental  activity  and  non-mental  activity:  activity 
of  the  person  as  a  whole  as  mental  activity,  contrasted 
with  the  activity  of  the  individual  organs  when  working 
without  mental  links  (as  the  heart  does  when  removed  from 
the  body,  or  the  various  organs  in  the  mere  vegetative 
regulations  and  functions). 

We  do  not  know  all  the  details  of  the  modes  of  collabora- 
tion, we  know  the  main  lines.  We  study  their  differences 
of  various  reaction-types  and  of  modifi ability  in  various 
individuals  and  determine  their  chances  o'f  adjustment, 
and  their  ability  to  work  themselves  through  the  conflicts, 
tangles  and  temptations  of  usual  and  unusual  demands. 
The  extent  to  which  the  individual  is  capable  of  elabora- 
ting an  efficient  reaction  determines  the  person's  level. 
Our  comparative  measure  of  the  various  disabilities  (of  a 
patient  getting  through  the  difficulty  of  moving,  the 
difficulty  of  getting  square  with  an  infantile  trauma  and 
its  imaginary  elaborations,  the  difficulty  and  twist  result- 
ing from  psychasthenic  habitual  indecision  and  substitu- 
tion of  ruminations  and  panics  and  all  that)  is  the  normal 
complete  reaction  or  adjustment  to  and  of  the  situation. 
Why  the  tantrum?  How  can  it  be  forestalled?  Such 
would  be  the  questions  and  problems  uppermost  in  my 
mind. 

The  common  reasoning  is  that  if  the  patient  gets 
through  one  tangle  or  one  delusion,  the  disease  still  re- 
mains and  other  delusions  will  form.  This  I  think  is  very 
often  not  correct,  unless  we  bow  dogmatically  to  an  unwar- 
ranted!}' broad  notion  of  '  disease  \  Mere  disposition  is 
not  the  disease.  In  practice  that  assumption  is  certainly 
very  often  proved  to  be  false  if  we  handle  the  conditions 
correctly.  Very  often  the  supposed  disease  back  of  it  all 
is  a  myth  and  merely  a  self-protective  term  for  an  insuffi- 
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cient  knowledge  of  the  conditions  of  reaction  and  inade- 
quacy of  our  present  remedial  skill. 

Unfortunately  our  habits  of  diction  lead  us  to  call 
mental  only  the  most  specialized  central  reaction,  the 
"thought"  or  at  least  the  more  essentially  subjective  part 
of  the  reaction.  Yet  as  practical  persons  you  do  not  take 
the  word  of  an  unknown  person,  but  the  act  as  the  real 
event.  When  you  do  that  in  psychopathology,  and  not 
before,  you  deal  with  conclusive  factors.  The  act,  not 
merely  the  possible  step  to  it,  counts;  the  reaction  of  the 
person  as  a  whole,  not  merely  one  "thought"  or  part 
step.  We  can  under  no  circumstances  afford  to  ignore 
the  mental  facts  in  the  development  of  a  large  group  of 
mental  disorders.  They  can  be  the  only  expression  of 
the  facts  to  be  heeded  and  to  be  worked  with.  But  the 
mental  facts  we  speak  of  are  not  mere  thoughts  but  are 
actual  attitudes,  affects,  volitions  and  activities  and  possi- 
bly disorders  of  discrimination  (which  are  oftener  due  to 
infrapsychic  disturbances  as  is  shown  by  the  psycho- 
sensory deliria). 

Each  mental  adjustment  must  be  in  keeping  with  the 
laws  of  anabolism  and  catabolism ;  each  has  its  somatic 
components.  It  is,  therefore,  intelligible  that  it  may  be 
easier  to  precipitate  harm  than  to  correct  it,  and  that 
some  disorders  or  conflicts  may  permanently  damage  the 
processes  of  anabolism. 

I  should  like  to  illustrate  further  the  influence  of  such 
an  event  as  an  upsetting  shame  and  its  setting  in  a 
depression,  or  an  anxiety — but  I  have  used  too  much  of 
your  time  already.*  I  want  to  say  only  one  more  word 
and  that  in  regard  to  the  test  of  the  whole  proposition ; 
the  existence  or  non-existence  of  psychotherapeutic 
helps. 

If  mental  factors  meant  nothing,  psychotherapy  would 
be  a  snare  and  a  delusion.  Is  it  so?  What  is  psycho- 
therapy? Lately  I  heard  two  papers  on  this  question,  one 
an  excellent  sketch  of  the  history  and  not  without  an 
occasional  emphasis  on  the  queer  and  on  the  yellow  streak 
in  what  is  commonly  known  as  psychotherapy  and  sug- 

*  See  the  Appendix,  page  272. 
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gestion.  The  other  was  a  simple  discussion  of  the  treat- 
ment of  constipation  by  establishing  an  unshakable 
habit.  It  was  psychologically  interesting  to  watch  the 
distinguished  audience.  The  first  paper  expressed  what 
in  the  main  has  been  the  general  practice,  and  the  founda- 
tions of  some  of  the  more  recent  developments,  with  many 
side-lights;  but  no  urgent  appeal  to  any  special  reform  in 
the  attitude  of  the  physician.  It  elicited  full  appreciation 
as  a  fair  and  conservative  general  statement. 

The  report  of  the  cures  of  even  the  most  obstinate  con- 
stipations with  the  simple  method  of  Dubois  and  good 
sense  and  establishment  of  a  habit  was  received  with 
smiles.  Why  ?  Because  many  men  believe  they  have 
tried  that  method  and  have  failed;  and  they  do  not 
realize  that  usually  it  is  because  they  did  not  insist  on  the 
chief  principle  of  psychotherapy,  viz.,  that  it  is  not  talk 
or  '  thought '  alone,  but  the  doing  of  tilings,  that  is 
wanted.  A  physician  will  ask  a  patient  whether  he  took 
his  pill  ;  but  when  he  gives  a  sometimes  somewhat 
elaborate  regime  of  how  to  do  things — i.  e.,  the  best 
psychotherapy  by  help  and  education — he  often  does  not 
take  correspondingly  elaborate  pains  to  control  the  carry- 
ing out  of  the  plan  to  the  dot,  and  he  fails. 

Psychotherapy  is  regulation  of  action  and  is  complete 
only  when  action  is  reached.  This  is  why  we  all  use  it  in 
the  form  of  occupation  or  rest,  where  it  is  an  efficient  and 
controllable  form  of  regulation.  This  is  why  we  teach  pa- 
tients actually  to  take  different  attitudes  towards  things. 
Habit-training  is  the  backbone  of  psychotherapy;  sugges- 
tion merely  a  step  to  the  end  and  of  use  only  to  the  one 
who  knows  that  the  end  can  and  must  be  attained.  Action 
with  flesh  and  bone  is  the  only  safe  criterion  of  efficient 
mental  activity ;  and  actions  and  attitude  and  their  adapta- 
tion combine  to  form  the  issue  in  psychotherapy. 

To  sum  up :  There  are  conditions  in  which  disorders  of 
function  (possibly  with  definite  lesions)  of  special  organs 
constitute  the  essential  explanation  of  a  mental  disorder 
— a  perversion  of  metabolism  by  poison,  a  digestive  upset, 
a  syphilitic  reaction  or  anantisyphilitic  reaction  of  the  nerv- 
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ous  system,  an  arterio-sclerosis,  and,  in  these,  the  mental 
facts  are  the  incidental  facts  of  the  experimental  chain. 

But  there  are  cases  in  which  the  apparent  disorder  of 
individual  organs  is  merely  an  incident  in  a  development 
which  we  could  not  understand  correctly  except  by  com- 
paring- it  with  the  normal  and  efficient  reaction  of  the  in- 
dividual as  a  whole,  and  for  that  we  must  use  terms  of 
psychology — not  mysterious  events,  but  actions  and  re- 
actions of  which  we  know  that  they  do  things,  a  truly 
dynamic  psychology.  There  we  find  the  irrepressible  in- 
stincts and  habits  at  work,  and  finally  the  characteristic 
mental  reaction-type  constituting  the  obviously  pathologi- 
cal aberrations,  and  while  it  may  be  too  late  in  many 
cases  to  stem  the  stream  of  destructive  action — action  be- 
yond correction  and  in  conflict  with  the  laws  of  balance  of 
anabolism  and  catabolism — yet,  seeing  the  facts  in  the 
right  way  will  help  us  set  aright  what  can  be  set  aright, 
what  can  be  prevented  and  what  can  be  done  to  secure 
gymnastics  and  orthopaedics  of  mind — i.  e.,  of  the  conduct 
and  efficiency  of  the  person  as  a  whole. 

Modern  pathology  sees  in  most  "diseases"  nature's 
way  of  righting  inadequate  balance.  Diseases  are  crude 
ways  of  repair,  not  the  enemy  itself  ;  reactions  to  be 
guided,  not  to  be  suppressed  ;  and  to  understand  the 
whole  process  you  can  no  longer  get  along  by  dreaming  of 
lesions  when  your  facts  are  too  meagre  ;  but  you  see  the 
facts  as  they  are,  the  reaction  of  the  patient  ;  and  he  is  a 
psychopathologist  who  can  help  nature  strike  the  balance 
with  the  least  expense  to  the  patient.  Much  psychopath- 
ology  and  psychotherapy  will  depend  on  the  bracing  of 
weak  organs  ;  but  its  work  is  not  concluded  before  the 
patient  is  shown  the  level  of  his  mental  metabolism,  the 
level  of  efficient  anabolism  and  catabolism  in  terms  of 
conduct  and  behavior  and  efficient  meeting  of  the  difficul- 
ties worth  meeting,  and  avoidance  of  what  otherwise 
would  be  a  foolish  attempt. 

This  is  progress  beyond  John  P.  Gray,  and  I  feel  that 
had  he  seen  the  recent  developments,  man  of  action  as  he 
was,  he  would  himself  have  subscribed  to  the  rule ;  the 
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real  aim  of  psychiatry  is  to  attain  balance  of  the  meta- 
bolism of  conduct,  obtained,  according  to  the  accessibility 
of  the  facts,  from  the  adjustment  of  the  individual 
organs,  or  from  adjustment  of  the  activities  and  attitudes 
which  we  can  only  size  up  in  terms  of  a  psychology  of 
"  activity  of  the  individual  as  a  whole".  And,  last  but 
not  least,  we  see  that  there  is  a  deep  reason  for  our  inter- 
est in  the  adjustment  of  the  tasks  of  adaptation,  a 
straightening  out  of  the  situation  outside  of  the  patient, 
the  family  and  other  problems  of  adjustment  which  may 
be  too  much  for  the  patient.  These  have  always  been  the 
practical  ways  and  by  dropping  some  unnecessary  shells 
and  traditions,  we  can  see  a  psychopathology  develop  with- 
out absurd  contrasts  between  mental  and  physical,  and 
rather  a  division  into  adjustments  of  the  person  as  a 
whole  and  adjustments  of  individual  organs. 


APPENDIX. 

I  admit  that  the  essentially  qualitative  character  of  thoughts  and 
mental  reactions  requires  its  own  ways  of  sizing  up  and  certain  safe- 
guards in  their  use. 

The  representative  or  symbolizing  tendency  of  mental  reactions  in- 
troduces a  possibility  of  many  degrees  or  depths  in  which  the  mental 
experience  can  occur.  Thus  a  person  in  telling  of  a  danger  can  have 
a  thought  or  idea  of  fear  without  having  the  fear  itself,  or  he  can 
feel  a  slight  shudder  with  it,  or  show  the  fear  slightly  or  deeply  and 
still  the  type  of  thought-connection  and  the  accompanying  vasomotor 
reaction  and  mimic  expression  and  attitude  as  far  as  it  does  partici- 
pate has  at  least  the  tendency  to  be  of  the  kind  of  the  full  reaction,, 
which  might  occur  when  the  danger  would  be  considered  immediate.. 
The  word  or  other  expressions  can  evidently  serve  as  a  signal  in  a 
mere  system  of  intercommunication  among  individuals  and  in  a  sys- 
tem of  association  within  a  person,  according  to  the  concomitant  sit- 
uation and  previous  experience  of  the  person.  We  find  indeed  that 
the  mental  reactions  belong  as  much  to  a  system  of  intercommunica- 
tion as  to  a  function  of  the  individual,  and  within  the  individual  all 
degrees  of  depth  of  reaction  are  possible,  from  mere  use  of  the  word 
to  an  actual  experience  of  fear. 

Take  the  word  or  thought  '  shame '  and  its  ways  of  appearing  as 
a  reaction.  If  we  come  across  it  in  a  dictionary  it  associates  itself  with 
the  line  of  interest  in  spelling,  in  etymology,  and  in  usage  in  differ- 
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ent  meanings,  and  unless  watched  with  special  methods  as  in  an 
association  experiment,  or  perhaps  the  galvanometric  reaction  of 
Veraguth  and  Jung,  the  worst  sinner  will  not  prove  stirred  by  it.  It 
is  there  the  abstract  and  impersonal  sign  ready  for  use  where  it  fits 
and  ready  to  blend  in  associations  as  a  biological  function  with  other 
personal  or  interindividual  states.  Have  it  occur  casually  within  the 
reach  of  a  person  who  has  cause  for  shame,  but  does  not  see  the 
actual  connection  in  which  the  word  is  spoken,  and  he  will  get  a  sus- 
picion that  it  refers  to  him,  and  may  actually  feel  or  experience 
slightly  or  deeply  that  whole  wave  of  a  personal  change  of  vasomotor 
and  general  attitude,  that  which  the  most  dogmatic  psychologist 
would  have  to  refer  to  as  a  shame-reaction,  not  merely  as  an  abstract 
thought  or  abstract  mental  reaction  ;  but  a  general  biological  response 
with  all  its  expressions,  foundations,  and  consequences  in  the  form  of 
blushing,  dodging  and  other  changes  of  attitude  and  their  influence 
on  personal  conduct  and  the  effect  on  others;  a  unit  of  reactions 
which  we  can  not  split  into  physical  and  mental  to  any  advantage, 
but  which  we  can  contrast  with  other  mental  or  non-mental  fluctuations 
and  vasomotor  innervation,  attitudes  and  the  like,  i.  e.,  with  other 
ways  of  reaction  and  of  disposing  of  a  difficulty  or  situation.  This 
should  suffice  to  show  that  there  are  many  degrees  of  the  shame- 
reaction,  from  the  mere  impersonal  word-thought  or  symbol  to  the 
thought  of  possibility  of  shame  and  to  the  real  actual  shame ;  and 
that  its  specific  momentum  at  any  moment  or  in  any  person  depends 
usually  on  a  "  mental  situation",  in  the  sense  of  a  situation  to  which 
a  person  reacts  not  because  it  affects  his  respiration  or  digestion  or 
circulation  or  glands  individually  and  directly,  but  because  a  reaction - 
complex  is  touched  with  which  every  being  of  a  given  organization 
reacts  instinctively,  i.  e.,  because  he  is  made  so  and  biologically  so 
organized  and  attuned,  that,  to  his  benefit  or  discomfiture  and  the 
best  mode  of  evolution  of  the  individual  or  the  species,  he  adjusts  him- 
self in  that  way  to  special  situations.  Whether  the  shame-complex 
achieves  its  purpose  or  at  least  takes  its  course  with  a  superficial  or  a 
deep  stir,  depends  on  the  balance  of  the  person,  his  constitutional 
disposition,  the  special  emotional  balance  of  the  moment  and  the  de- 
mands or  alternatives  of  the  situation.  It  is  our  experience  that  the 
emotional  or  diffusely  mental  reactions  are  balanced  in  a  variably  easy 
fashion.  The  person  may  be  unusually  adjusted  or  sensitive,  es- 
pecially "shameful"  or  especially  "shameless",  by  instinct,  or  by 
training  or  owing  to  a  possibly  corrigible  attitude  to  the  cause  for 
shame.  In  some  it  is  a  wholesome  step  in  a  wholesome  adjustment, 
in  others  it  has  become  intellectualized  and  replaced  and  its  appear- 
ance may  be  a  signal  of  maladjustment.  We  see  further  that  some 
physical  disturbances  can  bring  in  deeply  complicating  obstacles  to 
an  easy  balancing.  Much  of  a  shame-reaction  is  vasomotor  or  vas- 
cular; if  the  vasomotors  do  not  balance  well  by  themselves  they  will 
not  work  perfectly  when  they  are  participating  in  a  mental  or  emo- 
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tional  reaction.  If  you  have  superadded  the  element  of  worry  with 
an  additional  vascular  strain  you  will  find  persons  with  poor  vascular 
adjustments  suffer  more  seriously  than  a  healthy  normal  individual ; 
the  interference  with  sleep  and  digestion,  too,  may  be  more  profound 
under  a  general  lowering. 

But  now  we  wish  to  measure  or  size  up  the  lowering  below  the 
level  of  the  normal  average  for  prognosis  or  prophylaxis.  We  find 
that  we  can  do  so  most  directly  by  seeing  how  a  person  reacts  to  any 
other  shame  or  worry,  or  when  the  specific  disturbing  situation  is 
touched  upon  ;  or  if  the  shame  or  worry  has  set  in  we  can  measure  its 
depth  by  our  efforts  to  remove  it  with  the  means  of  every-day  life  or 
still  better,  with  the  more  circumspect  and  studied  methods  of  the 
experienced  practical  psychologist  and  manager  of  men.  Or  we  can 
try  and  get  a  measure  by  testing  the  blood-pressure,  the  gastric  activ- 
ity and  other  physical  features.  Which  ones  give  us  the  safest  meas- 
ure? Which  ones  give  us  the  most  instructive  and  helpful  sizing  up 
of  the  difficulty  to  be  overcome?  The  physiological  extra-mental 
measures  would  certainly  be  quite  instructive  and  helpful  but  they 
are  cumbersome  and  not  unequivocal.  After  all  the  real  test  comes 
only  from  our  trying  the  concrete  difficulty  in  terms  of  how  the  per- 
son acts,  feels,  responds  to  helps  or  additional  disturbance  and  arrives 
at  a  final  adjustment.  We  get  a  preliminary  measure  of  the  person's 
vulnerability  in  his  lack  of  versatility,  his  inexperience,  his  sensitive 
standards,  his  having  reacted  in  similar  ways  before,  or  what  not — 
and  compare  the  reaction  with  that  of  the  upset  under  investigation. 
We. need  the  psychological- history  of  the  patient's  concrete  life  and 
habits  of  reaction,  that  is  his  psychological  status,  his  scope  and 
adaptability  of  mental  adjustment,  and  we  can  then  weigh  to  what 
extent  any  special  organ  or  any  special  aggravating  factor  played  a 
role  in  the  upset. 

I  can  not  help  making  these  considerations  in  view  of  a  recent 
attempt  in  the  press  to  dispose  of  this  issue  along  dogmatic  lines. 

Quite  recently  a  New  York  daily  paper  brought  a  long  sensational 
account  of  the  baneful  effects  of  justified  shame  on  an  iron-moulder, 
who  served  on  a  jury  for  the  first  time,  and  was  dismissed  by  the 
judge  and  fined  fifty  dollars  with  the  rest,  because  in  order  to  avoid 
delay  and  heavy  loss  for  one  of  the  jurymen,  the  jurors  as  a  last  re- 
sort, after  long  deliberations,  decided  the  damage  suit  by  the  toss  of 
a  coin.  This  most  humiliating  experience  and  disgrace  led  to  a  de- 
pression, sleeplessness,  loss  of  flesh,  and  at  the  end  of  a  month  a 
pneumonia  and  difficulty  of  circulation  led  to  death.  The  reporter's 
story  exploited  the  '  moral  shock  "  so  much  that  an  editorial  writer 
felt  it  incumbent  on  him  to  go  to  the  other  extreme.  The  one  spoke 
of  "  death  caused  by  chagrin  and  sorrow — indubitable  proof  of  the 
power  of  mind  over  body.  Yet  this  theory  is  in  all  probability  wrong 
and  entirely  wrong.  'After'  and  'because'  are  confounded,  cause 
and  effect  transposed  by  it."    "There  is  little  danger  in  asserting 
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that  the  exaggerated  sensitiveness  shown  by  the  man,  his  inability  to 
see  what  had  happened  to  him  in  its  true  proportions,  his  refusal  to 
accept  the  view  of  the  facts  taken  by  his  trusted  friends,  were  all 
symptoms  of  the  same  disease,  whatever  it  was,  that  made  him  lose 
ninety-six  pounds  of  flesh  in  a  month,  robbed  him  of  his  sleep,  and 
changed  him  from  an  active  mechanic  keenly  interested  in  politics 
into  a  shrinking  recluse,  grieving  over  imaginary  ills. 

"  Had  Casey  been  the  well  man  he  seemed  he  would  have  suffered 
little  or  no  more  from  deserved  criticism  than  did  his  fellows  on  the 
jury,  and  he  would  have  reacted  to  it  as  they  did.  At  most  his  ex- 
perience could  only  have  hurried  the  progress  of  his  malady,  and  it 
is  doubtful  if  it  did  even  that.  If  it  hadn't  been  that  experience, 
some  other  as  inadequate  would  have  supplied  the  apparently  1  men- 
tal '  cause  of  his  decline." 

These  lines  contain  an  interesting  mixture  of  good  sense  and  par- 
tiality coming  from  a  dogmatic  attitude.  The  whole  series  of  events 
from  a  retrospective  point  of  view  and  especially  in  view  of  the  palpa- 
ble pneumonia  and  other  changes  existing  at  death,  appears  as  a 
complex  chain  in  which  the  shame  and  the  reaction  to  it  plays  a 
relatively  insignificant  role,  not  more  than  the  'cold'  which  we  have 
good  reason  to  incriminate  in  a  pneumonia  under  certain  circum- 
stances. The  editorial  errs  when  it  claims  that  the  «  disease,  what- 
ever it  was '  would  anyhow  have  developed  in  exactly  the  same  way. 
We  can  speak  only  of  a  disposition  at  the  outset,  and  we  know  that  in 
many  depressions  various  defects  of  disposition  come  to  the  front 
(see  my  paper  "On  some  terminal  diseases  in  Melancholia,"  Ameri- 
can Journal  of  Insanity,  1902).  It  is  the  old  problem  of  "  causes," 
which  will  remain  a  bugbear  as  long  as  we  insist  on  merely  looking 
backward  at  the  events  and  on  picking  out  a  few  salient  facts  which 
seem  safe  and  sufficient  to  account  for  the  whole  result.  As  soon  as 
we  make  it  a  rule  to  reconstruct  the  facts  in  each  case  also  from  the 
point  of  view  of  prophylaxis  in  future  similar  conditions,  we  are 
bound  to  balance  our  estimate  of  the  facts.  We  get  along  without  the 
dogmatic  concept  "the  disease"  and  without  gratuitous  assumptions 
that  the  possibility  of  some  other  experience  as  inadequate  could 
minimize  the  weight  of  the  actual  experience  which  brought  the  level 
of  the  man  to  a  crucial  test.  Any  one  who  studies  depressions  and 
their  prevention  sees  that  we  must  concern  ourselves  with  the  capac- 
ity of  individuals  to  meet  situations,  their  "  mental  "  as  well  as  other 
physical  preparedness,  and  that  this  is  an  issue  of  mental  hygiene. 

The  whole  problem  has  its  counterpart  in  the  plainest  and  simplest 
and  more  experimental  of  all  diseases,  the  infectious.  There  was  a 
time  when  a  cold  was  an  indiscriminately  used  "cause"  of  pneu- 
monias. Then  came  a  time  when  the  notion  was  laughed  at,  because 
the  infection  was  the  link  of  the  chain  chiefly  in  evidence.  To-day 
we  know  that  in  a  certain  percentage  of  cases  the  person  carries  the 
infectious  material  with  impunity,  and  without  the  "disease";  and 
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that  the  combination  of  circumstances  which  we  call  "catching  cold" 
can  indeed  play  a  role  in  lessening  the  defences.  Why  do  we  pay 
attention  to  adjusting  our  clothing  to  sudden  change  of  temperature  ? 
Practically  we  acknowledge  the  causal  value  of  the  situation,  until 
we  shall  have  more  accurate  ways  of  specifying  the  facts.  So  it  is 
with  emotional  causes  of  disease.  The  fact  that  a  "  causal  factor" 
does  not  inevitably  lead  to  the  same  results  in  all  persons,  and  in  the 
same  person  at  all  times,  does  not  eliminate  it  as  a  "  factor  ". 

The  instance  just  given  may  leave  the  right  on  the  side  of  the 
editor  in  the  specific  case  mentioned.  But  his  reasoning  is  neverthe- 
less misleading  and  just  the  kind  of  attitude  which  stands  in  the 
way  of  a  rational  appreciation  of  what  mental  hygiene  means. 
Where  an  essentially  mental  disturbance  is  the  result  of  an  "experi- 
ence", the  same  reasoning  is  applied  and  merely  "physical"  causes 
are  admitted  as  adequate  causes  by  the  dogma. 

The  greatest  master  of  Anglo-Saxon  thought  has  given  us  in  Lady 
Macbeth' s  dream-states  a  marvelous  picture  of  a  psychosis  of  the  type 
which  just  begins  to  play  a  more  prominent  part  in  psychopathology 
— the  psychogenic  disorders,  in  this  case  the  living  over  of  troubling 
episodes  in  hysterical  dream-states.  And  he  has  depicted  the  phy- 
sician in  his  dilemma  when  he  lives  under  a  dogma.  He  makes  the 
doctor  say:  "  This  disease  is  beyond  my  practice;  yet  I  have  known 
those  which  have  walked  in  their  sleep  who  have  died  holily  in  their 
beds".  Again:  "  Infected  minds  to  their  deaf  pillows  will  discharge 
their  secrets ;  more  needs  she  the  divine  than  the  physician  ".  And 
monologizing  over  what  he  had  seen,  he  remarks:  "  I  think  but  dare 
not  speak".  He  sees  the  plain  facts  and  he  thinks  but  dare  not 
speak,  and  would  like  to  pass  the  case  to  the  minister  of  the  soul. 
We  begin  to  reach  the  stage  when  we  allow  ourselves  to  think,  yea 
teach  that  it  is  our  duty  to  think,  and  to  act — and  to  handle  the  facts 
as  we  understand  them. 
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The  first  meeting  of  the  Italian  parliament  was  con- 
vened in  Turin  in  1861  and  Victor  Emanuel  was  pro- 
claimed King  of  Italy;  but  Rome  and  Venice  were  still 
under  the  control  of  the  enemy,  and  Cavour  died  in  that 
year.  You  may  reckon  the  existence  of  United  Italy 
from  that  date,  if  you  choose;  but  "  Italy  free "  was  not 
an  accomplished  fact  until  Jules  Favre,  foreign  minister 
of  France,  withdrew  the  French  troops  from  Italian  soil 
and  the  King,  entering  Rome,  was  left  in  sole  control  on 
September  20,  1870. 

An  amalgamation  of  many  different  peoples  can  not  be 
accomplished  in  one  generation;  scarcely  in  two  genera- 
tions. Florence,  with  all  her  beauty,  could  not  accomplish 
within  the  span  of  our  own  lives  the  unification  of  the 
Italian  peoples.  Rome,  with  all  her  grandeur,  could  not 
compel  rapid  homogeneity  of  race  in  the  land  which  music 
calls  her  own. 

In  the  days  of  Hannibal,  Carthage  was  a  regal  city,  set 
upon  a  fertile  soil,  with  a  population  of  700,000  boasting 
the  prestige  of  local  naval  supremacy,  controlling  Sar- 
dinia, Sicily,  Malta,  Corsica  and  the  north  coast  of  Africa, 
profiting  from  the  returns  of  rich  argosies  engaged  in 
trade  with  Spain,  Britain  and  the  Baltic  countries,  with 
enormous  income  from  a  trade  with  the  interior  of  Africa, 
and  enjoying  a  certain  wealth  that  seemed  to  assure  her 
ambitious  citizens  a  continuous  prosperity.  Yet  she  cut 
down  her  forests  and  suffered  the  devastations  of  war,  and 
the  former  powerful  rival  of  Rome  dwindled  into  insig- 
nificance. To-day  the  site  of  Carthage  is  marked  by  the 
habitation  of  a  few  hundred  struggling  Arabs. 

Not  so  Italy.  The  storm  of  the  French  Revolution 
broke  in  1792  and  Napoleon,  four  years  later,  entered 
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Italy  and  -4  let  loose  ttie  dogs  of  war/'  She  has  been  par- 
titioned repeatedly  by  hostile  forces.  Taxes  and  tithes 
have  been  wrung  from  her  by  rapacious  conquerors. 
Greed  and  avarice  have  combined  to  drain  her  very  life- 
blood.  Yet  she  is  emerging  rapidly  from  the  gloom  of 
oppression,  and  in  another  generation  is  destined  to  re- 
sume the  occupation  of  recording  a  brilliant  history,  such 
as  was  written  for  centuries  before. 

One-tenth  of  the  territory  of  the  country  is  barren  rock. 
One-third  consists  of  mountains.  The  destruction  of  her 
forests  has  rendered  her  soil  dry  and  comparatively  un- 
productive. Yet  terraces  have  been  formed  by  patient 
labor,  and  earth  has  been  gathered  and  conserved,  gardens 
have  been  constructed  and  the  unconquerable  spirit  of  the 
Italian  people  has  asserted  itself  until  the  sheer  force  of 
their  industry,  perseverance  and  shrewdness  compels  the 
admiration  of  the  world. 

Metternich  once  said  "  Italy  is  nothing  but  a  geographi- 
cal expression  By  this  he  meant  that  it  is  a  name  given 
to  a  territory  in  which  live  several  groups  of  distinct 
peoples,  with  almost  tribal  differences.  The  student  or 
traveler  of  to-day  receives  the  same  impression.  Thus  it 
becomes  necessary,  in  describing  Italy  and  the  Italians, 
to  consider  separately  North  Italy  and  South  Italy,  as 
distinct  countries  with  distinctive  inhabitants. 

Some  of  our  Italian  immigrants  come  to  us  from  prov- 
inces of  North  Italy — from  Genova  of  Liguria,  Bologna  of 
Emilia,  Udine  of  Venetia,  and  Pesaro  of  Marches.  By 
far  the  greater  number  comes  from  the  southern  provinces, 
notably  Napoli,  Caserta  and  Avellino  of  Campania;  Chieti 
of  Abruzzi;  Campobasso  of  Molise,  and  Reggio  di  Cala- 
bria; while  many  Sicilians  sail  hither  from  Messina, 
Catania  and  Palermo. 

Not  only  are  there  differences  in  manners  and  in  charac- 
ter, but  there  are  marked  physical,  really  ethnical  differ- 
ences. In  the  North  there  is  more  activity  in  industrial 
pursuits  and  the  Northerners  are  more  generally  progress- 
ive. A  keen  interest  is  evinced  in  political  education  and 
in  social  questions.    There  is  a  greater  advance  in  the 
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accumulation  of  wealth,  in  the  extension  of  trade  and  in 
education.  An  examination  of  recruits  for  the  army 
revealed  a  percentage  of  14.98  illiterates  among  the  Pied- 
montese  and  of  uS.42  among- the  Lombards.  The  Piedmon- 
tese  and  Tuscans  are  excellent  landlords;  they  use  chem- 
ical fertilizers  to  enrich  the  soil  and  they  pursue  successful 
dairy  farming.  The  men  are  all  tall  and  strong.  The 
Northerners  show  the  persisting  influence  of  former 
Austrian  rule. 

In  the  South,  on  the  other  hand,  are  found  the  results 
of  the  corruption  and  cruelty  of  the  Spanish  and  Bourbon 
rulers  of  the  olden  times.  The  South  is  wholly  agricul- 
tural and  is  poor.  Many  of  the  men  are  undersized  and 
apparently  ill-nourished.  The  social  and  political  ques- 
tions of  the  day  are  viewed  with  apathy.  There  is  less 
advance  in  trade  or  education  than  in  North  Italy.  The 
proportion  of  illiterate  recruits  from  the  province  of 
Napoli  was  51.57  per  cent,  from  Sicily  of  55.04  per  cent. 
There  has  been  in  the  past  greater  tendency  to  crime. 
Nine  times  as  many  murders  have  been  reported  in  Sicily 
as  in  Venetia  or  Lombardv.  Taxes  fall  rather  heavily  on 
the  agriculturist  and  less  money  has  been  spent  for  pur- 
poses of  education,  of  railways  and  of  public  works. 

Brigandage,  however,  originally  a  political  movement, 
later  a  powerful  alliance  of  criminals  for  robbery  or  mur- 
der, no  longer  exists.  For  many  years  it  survived  as  an 
expression  of  poverty  and  of  hatred  of  the  landlords,  and 
until  a  decade  ago  was  maintained  in  some  localities  simply 
for  revenge  and  robbery  in  the  form  of  the  Mafia  or  the 
Camorra.  The  present  system  known  as  the  Mafia  levies 
toll  on  farmers'  wine-growers  and  orange  growers,  mur- 
ders those  who  resist,  and  in  rare  instances  influences 
judicial  decisions  and  public  contracts.  Camorra,  flourish- 
ing only  in  Naples,  was  an  organization  of  thieves  and  dis- 
honest people  of  the  lowest  class.  Formerly  its  members 
levied  tolls  on  trade  and  professions.  At  great  expense, 
the  government  has  eradicated  it. 

In  the  Southerners  there  is  an  Albanian  and  Greek  in- 
termixture, and  in  Sicily  and  Sardinia  the  Arabic  blood  is 
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strong.  This  fact  accounts  for  the  remarkable  differences 
in  physique,  temperament  and  characteristics  of  north- 
erners, southerners  and  islanders. 

Italy  is  said  to  average  as  cold  as  England;  but  the 
warmer  weather  in  the  South  is  an  alleged  reason  for  the 
decrease  of  steadiness  and  for  the  increase  of  laziness  and 
passionateness  one  notices  in  traveling  from  central  to 
southern  Italy. 

In  the  time  of  the  Bourbons  and  up  to  about  1850^ 
Southern  nobles  have  been  described  as  ignorant,  over- 
bearing, lazy  and  corrupt.  They  absented  themselves  at 
Rome  and  Palermo;  they  were  spendthrifts,  and  excited  an 
evil  influence  in  politics;  they  were  hated  by  the  peasantry* 
with  a  few  shining  exceptions.  In  the  cities  the  youths 
of  the  wealthy  class  of  those  days  secured  little  education, 
passed  their  time  in  driving,  hunting,  traveling  and  spend- 
ing money,  and  showed  a  rooted  aversion  to  work.  Pro- 
fessional men  were  very  poorly  remunerated.  A  large 
number  of  government  office  holders  received  mere  sub- 
sistence. 

Why  should  not  the  peasants  of  that  time  have  been  un- 
happy and  resentful  ?  Their  soil  was  nearly  exhausted, 
they  had  little  or  no  farm  machinery.  They  raised  wheat, 
corn,  wines,  olive  oil,  oranges  and  lemons.  They  had  few 
cattle  in  the  South  and  little  pasture.  For  greater  safety,, 
they  dwelt  in  villages  frequently  on  hilltops  and  walked 
miles  to  their  work.  They  were  half  starved,  ill-clad. 
They  knew  the  meaning  of  misery.  In  the  interior  of 
Sicily  at  that  time  the  greatest  poverty  was  found,  and  the 
people  were  far  from  provident.  The  petty  accumulations 
of  months  were  often  spent  on  a  single  feast  day.  The 
irregular  day  laborer  was  the  most  miserable.  He  dwelt 
in  a  rude  hut  and  suffered  from  absentee  landlords,  yet  he 
did  not  resort  to  drink. 

The  lapse  of  over  half  century  has  made  an  astounding 
difference.  The  conditions  I  have  described  have  abso- 
lutely disappeared;  but  they  undoubtedly  left  their  impress 
and  were  responsible  for  certain  characteristics  of  the 
Italian  people.     The  most  remarkable  fact  in  connection 
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with  this  matter  is  that  the  Italians  were  not  crushed  by 
such  circumstances.  They  emerged  patient,  courageous, 
industrious  and  hopeful.  In  fact,  Southern  Italy  has  con- 
tributed a  large  percentage  of  the  professional  men,  art 
critics,  painters,  philosophers  and  patriots  of  late  years. 

Two  prominent  industries  have  been  the  sulphur  mines 
and  the  marble  quarries.  In  Sicily,  men  and  boys,  all 
peasants,  labor  in  the  sulphur  mines,  with  little  return 
because  of  the  primitive  methods  employed  and  the  fall  - 
ing price  of  sulphur.  The  miner  (piccouiere)  works  six  to 
seven  hours  a  day  for  five  days  in  the  week,  at  forty  cents 
to  sixty- five  cents  per  day.  The  cant  si,  or  carriers,  boys 
of  seven  to  eighteen  years  old,  stagger  out  of  the  headings 
with  70-pound  loads  from- seven  to  eight  hours  a  day,  each 
having  been  leased  by  his  parents  to  the  miners  for  $10 
to  $60,  which  sum  is  worked  out  slowly  under  frequently 
brutal  task- masters.  The  miners  are  ignorant,  quarrel- 
some, deficient  in  moral  sense  and  prone  to  gambling. 

The  quarrymen,  on  the  contrary,  who  labor  in  the  moun- 
tains in  the  province  of  Massa  in  northern  Tuscan)7,  are 
-stalwart  specimens  of  manhood,  careless  and  extravagant, 
somewhat  turbulent  and  restless,  and  fond  of  adventure. 

In  the  North  and  certain  other  parts  of  Italy  among  the 
newer  industries  are  the  manufacture  of  silk,  linen  and 
cotton:  ship  building,  sugar  beet  raising;  and  the  manu- 
facture of  steel  goods,  locomotives  and  electrical  machin- 
ery. Among  the  people  engaged  in  trades  and  regular 
occupation  thrift  and  frugality  are  noticeable. 

For  many  long  years  the  taxes  constituted  a  heavy  bur- 
den; and  they  so  continued  under  the  old  policy  of  the 
Bourbons.  The  State,  until  about  two  decades  ago  took 
about  thirty  per  cent  of  one's  income.  There  was  an  in  - 
come tax  and  a  family  tax;  a  tax  on  horses,  carriages, 
servants  and  dogs.  While  saddle  horses  went  free,  the 
peasants'  donkeys  were  taxed.  The  poor  were  the  great- 
est sufferers,  for  how  could  an  agriculturist,  earning  six- 
teen cents  to  twenty-nine  cents  a  day  (or  in  the  South, 
eight  cents  to  ten  cents  a  day  and  his  lodging)  afford  to 
pay  a  tax?    All  this  is  changed  to-day  and  now  the  taxes 
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are  levied  in  accordance  with  the  English  law;  they  fall 
heaviest  on  the  owners  and  landlords. 

The  peasant's  foods  must  needs  be  simple.  He  has  a 
bread  made  of  Indian  corn  {polenta)  or  of  wheat.  He  has 
no  meat.  He  has  beans,  celery,  radishes,  fruit,  a  little 
salt  fish,  bacon,  frogs  and  snails.  The  majority  of  laborers 
live  on  polenta  and  macaroni  only.  Butter  is  rare  in  the 
South.  vSo  many  suffer  from  inadequate  food  that  the 
government  a  year  ago  proposed  to  provide  extra  food  for 
the  school  children  in  the  village  of  Vercelli  in  Piedmont, 
as  an  experiment,  in  the  hope  that  the  race  might  thereby 
be  improved  in  stature. 

Several  families  occupy  one  room,  dress  in  rags,  and 
yet  are  cheerful.  In  the  South  one  sees  castles  surrounded 
by  hovels,  with  donkeys,  cattle,  pigs  and  human  beings  in 
close  proximity.  There  is  no  poor,  law,  yet  there  are 
many  splendid  private  charities  for  the  infirm,  insane  or 
infants,  especially  in  the  North. 

There  is  a  great  deal  of  sickness  among  the  peasants. 
Dr.  Cavalire  Antonio  Stella,  of  New  York,  is  authority 
for  the  statement  that  while  prevalent  among  Italians  in 
America,  tuberculosis  is  almost  unknown  in  Italy  except 
where  imported  by  returning  emigrants.  Malaria  is 
the  worst  scourge.  It  was  reported  a  few  years  ago 
that  eighty  per  cent  of  the  southerners  are  exposed  to  it, 
and  that  20,000  died  annually  in  Basilicata,  Calabria, 
Maremma  and  Sardinia.  The  reclaiming  of  the  Pontine 
Marshes  is  resulting  in  great  improvement  in  the  death 
rate  of  southern  Italy.  The  peasants  are  driven  by  mal- 
aria into  the  town;  but  they  prefer  town  life.  They  have 
strong  attachment  for  the  house  or  home,  and  for  their 
native  village.  They  take  little  interest  in  sanitary 
conveniences,  bathing  once  or  twice  a  week,  when  well- 
to-do;  otherwise  only  in  the  months  of  July  or  August. 
In  the  cities  the  poor  live  in  crowded  quarters  in  large 
tenements,  without  ventilation.  In  Naples  many  live  in 
damp  cellars,  several  families  together,  fostering  disease, 
filth  and  vice. 

Italians  at  home  are  prolific,  the  birth  rate  being  nearly^ 
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the  highest  in  Europe,  and  parents  are  very  fond  of  their 
children.  Burly  and  apparent  rough  laborers  are  gentle 
and  tender  with  the  babies.  But  in  this  country,  in  the 
second  generation,  owing  to  the  work  the  women  do  in  the 
shops,  or  stooping  over  sewing  machines,  and  also  owing 
to  venereal  disease,  absolute  sterilty  or  one-child-sterilty 
is  common. 

Women  are  respected.  There  is  little  sexual  immorality 
among  the  Italians.  Family  ties  are  properly  regarded. 
A  married  woman  or  engaged  woman  will  not  be  seen  in 
the  company  of  any  but  her  own  man.  In  the  South 
travelers  tell  us  the  women  are  much  like  Mohammedan 
women.  They  are  uneducated  except  as  regards  the 
kitchen,  the  linen  closet,  their  children,  and  the  work  of 
the  fields.  The  high  sense  of  honor  among  Italian  men 
in  respect  to  women  is  probably  better  preserved  for  the 
reason  that  there  are  practically  no  drunkards  among  the 
Italians,  while  there  are  no  abstainers. 

Religion  is  a  primitive  affair  among  the  Italian  peasantry. 
In  South  Italy  there  is  a  simple  belief  in  miracles 
and  mysteries,  and  a  surprising  amount  of  superstition. 
Fifty  years  ago  the  clergy  were  uneducated,  and  belonged 
largely  to  the  lower  classes  of  society.  The  average  priest 
of  that  time  mastered  only  reading  and  writing,  and  did 
not  lead  an  austere  or  pure  life.  But  a  tremendous  change 
occurred,  and  the  enlightenment  of  Italy  as  shown  to-day 
came  largely  through  a  new  educated  and  devoted  clergy. 

The  army  is  a  great  feature  of  Italian  life.  When  on  a 
peace  footing  Italy  maintains  a  standing  army  of  330,000 
men,  and  about  3,250,000  in  time  to  war,  recruiting  by 
conscription  from  the  able  bodied  men  from  twenty  to 
forty  years  of  age.  A  few  are  in  excempt  classes.  The 
discipline  of  army  life  has  a  very  salutary  effect  in  removing 
provincial  differences  and  in  cultivating  order  and  self- 
control.  Besides  this,  the  recruits  are  instructed  by  their 
officers  and  profit  much  thereby. 

An  educational  system  is  being  elaborated  by  some  zeal- 
ous and  able  men,  but  is  not  yet  entirely  efficient.  Parents 
find  a  way  to  evade  the  compulsory  education  law.  How- 
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ever,  the  proportion  of  illiterates  fell  from  78  per  cent  in 
1867,  to  67  per  cent  in  188 r,  and  to  36  per  cent  in  1896,  in 
the  South.  In  Venetia  and  Lombardy  only  6  per  cent  of 
the  children  of  school  age  are  absentees,  but  in  the  South 
the  figure  is  much  larger.  The  proportion  of  the  popula- 
tion attending  schools  in  1895  was  8.2  per  cent,  while  the 
proportion  in  England  at  the  same  time  was  17.5  per  cent. 
The  illiterary  of  Italian  immigrants  into  the  United  States 
is  46  per  cent,  while  that  of  German  immigrants  is  less 
than  3  per  cent. 

We  have  thus  examined  hastily  and  generally  the  many 
factors  that  combine  to  influence  or  modify  the  physical 
and  mental  development  of  the  Italian  people  who  come 
to  our  shores,  and  have  fairly  weighed  their  tempera- 
mental and  acquired  mental  traits.  Now  let  us  consider 
them  as  immigrants. 

It  is  stated  that  600,000  Italians  emigrate  annually  into 
European  countries,  to  Tunis,  Egypt,  South  America  and 
the  United  States. 

The  statistics  of  the  Department  of  Labor  of  the  State 
of  New  York  obtained  from  the  authorities  at  Washing- 
ton show  that  the  total  number  of  immigrants  into  the 
United  States  from  Italy  during  1907  was  264,208,  of 
which  number  1,809  were  debarred,  leaving  262,399  ^n  tne 
country,  of  which  total  probably  100  were  returned  after 
landing.  Of  these  people  45,545  came  from  North  Italy, 
including  4,145  illiterates  and  3,418  who  had  been  in  this 
country  before.  South  Italy  sent  us  218,663  °£  whom 
107,132  were  illiterates  and  13,546  had  been  in  the  United 
States  previously.  Every  year  160,000  return  to  Italy. 
This  year  (1908)  200,000  did  so. 

The  Rev.  Antonio  Mangano  tells  us  what  reasons  oper- 
.  ate  to  send  the  Italians  from  home  to-day.  Mr.  Mangano 
was  educated  at  Brown  and  Columbia  Universities,  and  is 
a  Baptist  clergyman  in  charge  of  a  missionary  chapel  in 
Brooklyn.  His  articles  on  Italians  in  the  publication 
4 '  Charities  and  The  Commons  "  are  of  much  interest.  He 
says  that  Italians  leave  home  because  of  poverty,  wretch- 
edness and  want;  high  rent;  the  indifference  of  absent 


landlords  and  the  severity  of  agents;  class  distinctions; 
occasional  failure  of  crops;  comparatively  heavy  taxation; 
systematized  repression;  temptation  of  steamship  agents; 
glowing  tales  told  by  returned  emigrants;  and  the  very 
laudable  desire  to  rise  in  the  world,  to  educate  their  chil 
<lren,  and  to  become  respected  property-holders. 
'  From  the  reports  in  the  "Bulletin"  of  the  National 
Department  of  Labor  at  Washington,  by  Emily  Foote 
Meade,  who  made  an  exhaustive  study  of  "The  Italian  on 
the  Land"  in  this  country,  we  must  conclude  that 
Italians  have  good  instincts  that  are  easily  awakened, 
latent  tendencies  that  only  need  opportunity,  strength  and 
resistence  of  fibre,  imitativeness  and  adaptability,  and  that 
they  become  desirable  and  useful  citizens. 

Into  what  occupation  does  the  Italian  immigrant  drift, 
or  what  work  does  he  choose,  in  this  country?  How  much 
stress  and  strain  are  his  portion  in  the  first  years  of  life 
in  this  new  land?  The  occupations  in  which  we  usually 
see  Italian  peasants  employed  are  the  following:  In  the 
cities  they  become  day  laborers,  sellers  of  fruit,  nuts  and 
candy:  dealers  in  coal,  ice  and  wood;  fnrnacemen,  care- 
takers of  unoccupied  houses,  watchmen  over  new  build 
ings;  street  cleaners;  while  others  become  shoemakers; 
plasterers:  importers  of  fruit,  florists,  caterers,  public 
officials,  bankers,  merchants  of  wine  and  oil  and  most 
efficient  policemen.  The  women  become  factory  hands 
and  dressmakers.  Of  the  garment  workers  in  New  work 
city  95  per  cent  are  Italian  men  and  women. 

In  the  country,  men  become  successful  gardeners  and 
farmers,  berry  pickers;  brick  makers,  glass  polishers  and 
general  factory  workers:  mill  hands,  builders  and  con- 
tractors. 

Mr.  Severn,  New  York  State  representative  of  the 
Italian-Swiss  Agricultural  Colony  of  California,  states  that 
next  to  Chinese  labor  fruit  growers  find  nothing  equal  to 
Italian  labor.  He  corroborates  the  statement  made  by 
Elliott  Lord  in  "The  Italian  in  America",  wherein  a 
number  of  Italian  fruit  garden  colonies  scattered  through 
New  England  as  well  as  through  the  South  and  West  are 
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described.  Lord  shows  that  Italian  colonists  increase 
surrounding  land  values  very  materially  wherever  they 
settle. 

About  1892  an  Italian  named  John  Carini  went  to 
South  Glastonbury,  Conn.,  in  the  employ  of  the  New 
Haven  and  Hartford  Railroad  Company  as  an  axeman  to 
cut  railroad  ties.  It  is  reported  that  at  the  end  of  two 
years  he  had  saved  enough  money  to  purchase  a  farm  and 
send  to  Italy  for  his  famity.  The  entire  family  worked 
upon  the  farm  until  it  produced  enough  income  to  enable 
him  to  buy  additional  land,  and  to-day  he  owns  1,500  acres 
almost  all  of  which  is  under  high  cultivation.  He  raises 
peaches,  apples,  plums,  pears,  grapes,  small  fruits  and 
vegetables. 

J.  H.  Hale  of  South  Glastonbury  is  authority  for  the 
statement  that  the  Italian  cultivates  successfully  land 
which  others  find  too  difficult  to  use  on  account  of  rocks 
and  stumps.  The  perseverance  and  the  courage  of  the 
Italian  in  matters  of  agriculture  are  indomitable. 

With  the  willingness  to  work  at  anything  and  with  work 
to  be  had,  there  is  no  very  severe  pressure,  no  great  con- 
fusion or  difficulty  experienced  except  in  the  coldest  part 
of  the  winter.  We  should  therefore  not  expect  to  see 
much  mental  alienation  among  the  Italians  in  this 
country;  and  the  fact  is  there  is  little. 

Of  alcoholic  intemperance  I  can  not  make  a  definite 
statement  illustrated  with  figures;  but  all  reports  are  to 
the  effect  that  there  are  remarkably  few  cases.  As  to 
epilepsy,  its  incidence  among  Italians  in  this  country  is 
practically  negligible.  Of  2, 450  epileptic  patients  received 
into  Craig  Colony  for  Epileptics,  at  Sonyea,  N.  Y.,  up  to 
April  10,  1908,  but  7  were  born  in  Italy,  and  but  16  were 
born  in  America  of  Italian  parentage. 

Many  of  the  figures  quoted  hereafter  regarding  the 
Italian  insane  were  compiled  by  Dr.  Thomas  W.  Salmon, 
formerly  a  physician  in  one  of  the  New  York  State  Hos- 
pitals for  the  Insane,  and  now  an  assistant  surgeon  in  the 
U.  S.  Marine  Hospital  Service,  at  Boston,  Mass.  Of 
100  immigrants  certified  for  insanity  at  Ellis  Island,  New 
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York  City,  where  all  the  immigrants  are  inspected  by  U. 
S.  Government  and  New  York  State  alienists,  12  were 
Italians,  12  were  Austro-Hungarians,  12  were  Greeks,  17 
were  Russians,  or  Finns,  13  were  English  and  19  were 
Irish.  Of  100  deported  from  public  institutions  10  were 
Italians,  5  were  Germans,  21  were  Austro-Hungarians, 
29  were  Russians,  or  Finns,  5  were  English,  19  were 
Irish.  The  percentage  totals  of  all  arrivals  that  year 
were  as  follows: 


Italians   28.8 

Germans   3.5 

Austro-Hungarians   25.4 

Greeks   2. 

Russians,  or  Finns   19.6 

English   3.7 

Irish   2.6 


This  makes  a  very  favorable  exhibit  for  the  Italians. 

For  the  fiscal  year  of  the  New  York  State  Hospitals  for 
the  Insane  ending  September  30,  1905,  Dr.  Salmon  gives 
some  very  instructive  figures,  quoting  from  material  col- 
lated by  Dr.  William  L.  Russell,  Medical  Inspector  of  the 
New  York  State  Commission  in  Lunacy.  The  percentage 
of  the  whole  number  of  foreign-born  patients  in  these 
hospitals  was  as  follows: 


Italy   3.9 

Germany   25.9 

Austria-Hungary   6.3 

Russia  and  Poland   8.8 

England  and  Wales   5.9 

Ireland   36. 

The  percentage  of  the  whole  number  of  foreign-born 

in  the  State  of  New  York  at  the  same  time  was: 

Italy   9.6 

Germany   25.3 

Austria-Hungary   6.9 

Russia  and  Poland   12.4 

England  and  Wales   7.5 

Ireland   22.4 


290 


The  ratio  of  insane  to  population  was  therefore  as 


follows : 

Italy   i  to  431 

Germany   1  to  173 

Austria-Hungary   1  to  199 

Russia  and  Poland   1  to  249 

England  and  Wales   1  to  209 

Ireland   1  to  111 


Before  the  "New  Immigration"  from  Italy  began,  the 
proportions  of  the  foreign-born  insane  in  the  State  Hos- 
pitals was  much  as  shown  by  Dr.  Russell's  statistics  of 
Willard  State  Hospital,  namely: 


Italy   3. 

Germany   26. 

Austria-Hungary   4. 

Russia  and  Finland   6. 

England.   8.5 

Ireland   43. 

The  changed  conditions  are  illustrated  by  Dr.  Russell's 
figures  regarding  foreign-born  admissions  into  Manhattan 
State  Hospital  in  New  York  City,  in  1905,  namely: 

Italy    6.5 

Germany   iS. 

Austria-Hungary   14. 

Russia  and  Finland   13. 

England   3. 

Ireland   24.5 


With  the  vast  numbers  of  Italians  entering  into  the 
country  since  the  "new  immigration"  began  in  1900,  the 
ratio  of  insane  Italians  to  the  whole  population  in  the 
United  States  is  only  1  to  439;  Austro-Hungary  present- 
ing 1  to  292  and  Russia  and  Finland  1  to  380. 

Dr.  Salmon  remarks:  44  In  spite  of  the  most  effective 
inspection  which  can  be  devised,  there  must  every  year 
be  admitted  many  immigrants  already  insane,  and  many 
thousands  who  are  destined,  under  the  unusual  stress  of  the 
first  ten  years  in  the  United  States,  to  become  insane." 
This  statement,  one  must  say  on  reflection,  does  not  apply 
to  the  Italian  immigrants. 
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There  are  dangers  to  be  feared  in  the  case  of  Italy. 
Her  illiterates  are  a  drawback,  though  they  learn  rapidly 
and  the  second  generation  furnishes  a  satisfactory  if  not 
an  admirable  class  of  citizens.  The  idiots  and  imbeciles, 
the  mentally  defective  and  the  constitutionally  inferior 
whom  we  receive  from  Italy  constitute  indeed  a  menace. 

It  is  probably  a  fact  that  practically  all  the  able-bodied 
peasants  of  certain  localities  are  now  in  this  country,  but 
the  statement  is  untrue  that  an  effort  is  being  made  to  aid 
the  diseased  and  inferior  who  had  been  left  behind  in 
these  localities,  to  come  over  also  and  share  the  advantages 
of  this  foster  country. 

Naval  Surgeon  Colonel  A.  Montano  of  the  Italian  navy, 
in  the  official  bulletin  of  Italian  immigrants  published  at 
Rome  in  1907,  makes  the  following  report: 

Number  of  cases  of  mental  diseases  found  among  Italian  immi- 
grants who  came  to  North  America  or  returned  from  North  America 
to  Italy  during  1906: 


Number  of  Cases  Counted  on  the  Ships. 


Bound  for  the  U.S. 

Bound  for  Italy. 

Total 

Men 

Women 

Men 

Women 

2 

2 

Mental  Alienation . . . 

23  a 

3 

26 

9 

3 

12 

Sensorial  Phrenosis. . 

1 

I 

Melancholia  

8 

9 

17 

Acute  Mania  

2 

2 

Persecution  Mania 

5 

5 

Religious  Mania.... 

1 

I 

Paranoia  

t 

4 

5 

Sudden  Alienation 

id 

1 

Total  

1 

1 

55 

15 

72 

a — One  committed  suicide  on  board.      b — Jumped  overboard  and  was  drowned. 


On  almost  every  vessel  that  carries  Italian  immigrants 
into  or  out  of  the  United  States  a  representative  of  the 
Italian  navy  sails,  charged  with  the  duty  of  examining  his 
fellow  countrymen  in  the  matter  of  all  diseases  that  affect 
their  physical  or  mental  condition,  and  of  reporting  to  his 
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Government  at  the  time  the  ship  reaches  port.  It  is  the 
desire  of  the  Italian  Government  that  sick,  and  especially 
insane,  Italians  shall  not  be  sent  out  of  their  country. 

Italy  is  caring-  for  her  poor  and  diseased  at  home.  Italy 
is  preparing  to  enforce  her  compulsory  education  laws,  to 
make  effective  her  humanitarian  schemes,  to  uplift  her 
people  at  home. 

Investigation  reveals  the  fact  that  the  Italian  insane  in 
New  York  State  are  recruited  almost  exclusively  from  the 
rosy,  round,  well-nourished  vegetarian  country  people, 
who,  after  immigration  into  our  country,  settle  into  our 
large  cities  in  close  quarters,  engage  daily  in  long  hours 
of  in-door  labor,  and  live  upon  a  diet  consisting  largely  of 
meat  of  bad  quality.  A  year  of  such  life  works  havoc 
with  them. 

The  problem  will  be  easily  and  immediately  solved  if 
we  assist  to  suburban  or,  better,  to  farming  localities  the 
peasants  from  the  country  regions  of  sunny  Italy. 

It  is  our  duty  and  our  opportunity  to  join  hands  with 
the  active,  scientific  and  wise  Italian  organizations  in  New 
York  City — the  great  entrance  gate  of  this  country;  to 
enforce  with  no  faltering  hand  the  rules  that  must  govern 
all  immigration,  and  to  co-operate  with  the  Italian  Gov- 
ernment in  making,  as  it  now  does,  a  careful  selection  of 
immigrants  at  the  Italian  ports  of  embarkation.  Thus 
our  country  will  receive  a  valuable  class  of  desirable  new 
citizens,  unusually  free  from  insanity  or  a  tendency 
thereto. 


MINUTES  OF  QUARTERLY  CONFERENCE 
SEPTEMBER,  1908 


Minutes  of  conference  of  State  Hospital  Superintend- 
ents and  representatives  with  the  State  Commission  in 
Lunacy,  held  at  the  Capitol,  Albany,  September  29,  1908, 
at  10  a.  m. 

Present — 

Commissioners  Ferris,  Viele  and  Parkhurs  i. 
Prof.  Adolf  Meyer,  M.  D.,  Director  of  the  Psychiatric  Institute. 
William  L.  Russell,  M.  D.,  Medical  Inspector  of  the  State  Com- 
mission, 

Dr.  S.  D.  Wilgus,  Chairman  of  the  Board  of  Alienists  under  the 
Commission. 

T.  E.  McGarr,  Secretary  of  the  Commission  in  Lunacy. 
Utica  State  Hospital,  Harold  L.  Palmer,  M.  D.,  Medical  Super- 
intendent. 

Willard  State  Hospital,  Robert  E.  Doran,  M.  D.,  First  Assistant 
Physician. 

Hudson  River  State  Hospital,  Charles  W,  Pilgrim,  M.  D.,  Medical 
Superintendent. 

Middletown  State  Homeopathic  Hospital,  Maurice  C.  Ashley, 
M.  D.,  Medical  Superintendent. 

Buffalo  State  Hospital,  Arthur  W.  Hurd,  M.  D,,  Medical  Superin- 
tendent. 

Binghamton  State  Hospital,  Charles  G.  Wagner,  M.  D.,  Medical 
Superintendent. 

St.  Lawrence  State  Hospital,  Richard  H.  Hutchings,  M.  D.,  Med- 
ical Superintendent. 

Rochester  State  Hospital,  Eugene  H.  Howard,  M.  D.,  Medical 
Superintendent. 

Gowanda  State  Homeopathic  Hospital,  Daniel  H.  Arthur,  M.  D., 

Medical  Superintendent. 
Long  Island  State  Hospital,  Oliver  M.  Dewing,  M.  D.,  Medical 

Superintendent. 

Kings  Park  State  Hospital,  William  A.  Macy,  M.  D.,  Medical 
Superintendent. 

Manhattan  State  Hospital,  William  Mabon,  M.  D.,  Superintendent 
and  Medical  Director;  and  George  H.  Kirby,  M.  D. .  Director 
of  Clinical  Psychiatry. 
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Central  Islip  State  Hospital,  George  A.  Smith,  M.  D.,  MedicaS 
Superintendent. 

Dannemora  State  Hospital,  Theodore  I.  Townsend,  M.  D.,  First 
Assistant  Physician. 

Matteawan  State  Hospital,  Robert  B.  Lamb,  M.  D.,  Medical  Super- 
intendent. 

Dr.  W.  D.  Granger,  Physician  in  charge  of  Vernon  House.* 
Dr.  N.  A.  Pashayan,  Schenectady,  N.  Y. 

Fred  J.  Manro,  and  Joseph  Cameron,  Managers  of  Willard  State 
Hospital. 

James  M.  Smith,  Manager  of  Central  Islip  State  Hospital. 
Commissioner  Ferris  in  the  chair. 

Mr.  Chairman:  Will  the  conference  please  come  to 
order?  First,  I  want  to  bring  to  your  notice  the  Chicago 
School  of  Civics  and  Philanthropy,  which  instituted  last 
summer  a  course  for  nurses  and  attendants  in  hospitals 
for  the  insane,  given  at  Springfield,  111.  Upon  invitation 
of  the  committee  in  charge,  the  Commission  decided  to 
send  a  representative  from  one  of  our  hospitals  to  Spring- 
field  to  take  the  course  of  study  and  see  what  they  had  to 
offer;  and  in  pursuance  of  that  plan  Miss  Beau  of  St. 
Lawrence  State  Hospital  was  sent.  She  remained  during 
the  whole  term  and  took  the  course,  from  July  7th  to 
August  7th,  inclusive,  and  I  hold  in  my  hand  the  report 
that  Dr.  Hutchings  has  made  concerning  her  experience 
there,  which  reads  as  follows: 
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REPORT  ON  THE  COURSE  OF  INSTRUCTION  GIVEN  IN 
THE  CHICAGO  SCHOOL  OF  CIVICS  AN D  PHILAN- 
THROPY FOR  NURSES  AND  ATTENDANTS  IN 
HOSPITALS  FOR  THE  INSANE,  FROM  JULY  7  TO 
AUGUST  7,  1908,  INCLUSIVE. 

The  course  of  instruction  consisted  of  lectures  and  demonstrations. 
The  lectures  were  usually  given  at  nine  o'clock  in  the  morning  for 
one  hour  followed  by  an  informal  talk  when  questions  were  asked 
bearing  upon  the  topic.  After  this  was  a  demonstration  in  some  one 
of  the  handicrafts,  which  will  be  described  later. 

Two  afternoons  each  week  were  given  to  games.  At  two  o'clock 
in  the  afternoon  demonstrations  were  given  in  amusements  suitable 
for  the  insane  covering  a  course  of  nineteen  simple  games  under  the 
following  heads: 

1.  Several  Folk  Dances 

2.  Ball  Games 

3.  Competitive  Games 

4.  Rhythmic  Exercises. 

Three  whole  days  were  spent  in  teaching  basket  weaving  and 
games  to  the  patients  at  the  Dunning  and  Elgin  State  Hospitals. 
Other  afternoons  were  spent  in  visits  under  the  direction  of  an 
Instructor  to  the  City  Play  Grounds,  to  the  Baby  Sanitorium,  to  Hull 
House  and  other  similar  places. 

The  games  were  as  follows: 


I. 

The  Jolly  Miller 

The  Bohemian  Folk  Dances 

3. 

The  Swedish  March 

4- 

Circles 

Pop  Goes  the  Weasel 

6. 

The  Bridge 

7- 

Gathering  Boughs  in  May 

8. 

Marching  and  Clapping  Hands 

9- 

Twining 

10. 

Making  the  Basket 

11. 

The  Campbells  are  Coming 

12. 

Klapp  Danzen 

13. 

Gusto-Skols 

14. 

Go  In  and  Out  the  Window 

15- 

Looby  Lu 

16. 

Fox  and  Geese 

17. 

Oh,  When  I  was  a  Maiden 

18. 

Drop  the  Handkerchief 

19. 

The  Bean  Bag. 

Nov.— 1908—  a 
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These  games  require  various  degrees  of  attention  to  be  played; 
some,  as  the  Jolly  Miller  and  Pop  Goes  the  Weasel,  are  extremely 
simple;  and  others,  as  Klapp  Danzen  and  Gusto-Skols,  require 
rather  close  attention. 

Other  groups  of  plays  were  intended  to  train  the  attention  and 
were  called  "Attention  Plays".  There  were  many  of  them  quite 
simple,  one  consisted  in  naming  with  eyes  shut  the  objects  which 
produced  various  sounds,  another  tasting  various  objects  as  salt, 
sugar,  cinnamon,  etc.,  and  naming  them.  There  were  similar  tests 
of  the  sense  of  smell  and  feeling.  A  number  of  objects  were  placed 
upon  a  table  and  covered  with  a  cloth  which  was  raised  for  a  moment 
and  the  pupils  requested  to  name  as  many  objects  as  possible  which 
had  been  seen.  Another  test  was  naming  as  many  objects  as  possible 
of  one  or  another  color. 

These  were  followed  by  games  such  as  Fox  and  Geese,  the  Lunch 
Basket  Game  and  several  games  suitable  for  young  children,  where 
the  sounds  of  animals  were  imitated  when  the  name  was  called 
in  a  verse.  The  tests  for  memory  were  further  carried  out  by  naming 
large  cities,  countries,  rivers,  and  works  of  various  well  known  authors. 

The  industrial  work  began  with  cutting  out  objects  from  paper  and 
cardboard  and  with  the  use  of  paste  making  houses,  beds,  cradles, 
etc.,  and  other  work  similar  to  the  kindergarten  methods,  as. — 

1.  Coloring  Papers. 

2.  Moulding  in  plastic  clay  the  figures  of  animals,  etc. 

3.  Lessons  in  water  coloring. 

4.  Lessons  in  stenciling  on  muslin,  crash  and  leather  and 

making  ornamental  objects  as  card  cases,  draperies, 
etc. 

5.  Lessons  in  knotting  and  braiding  twine  and  raffia,  and 

making  useful  articles. 

6.  Weaving  baskets  of  reed  and  raffia. 

7.  Warping,  threading  and  weaving  rag  rugs. 

The  lectures  were  as  follows: 
"  Occupations  as  Means  of  Directing  Energy".    By  Edwin  F.  Worst, 

Head  of  Industrial  Arts,  Chicago  Normal  School. 
"  Value  of  Occupations  from  Superintendents'  Standpoint  ".    By  Dr. 

V.  H.  Podstata,  Superintendent  Hospital  for  the  Insane,  Elgin. 
"The  Red    Cross   Society".     By  Mr.   E.   D.   Bicknell,  President 

National  Conference  Charities  and  Correction  and  Secretary 

National  Red  Cross  Society. 
"Value  of  Occupations  in  Improving  Minds  of  Insane".    By  Prof. 

James  Angell,  University  of  Chicago. 
"  Duties  and  Opportunities  of  Women  who  Work".    By  Mrs.  Chas. 

Henrotin,  President  Illinois  Industrial  School  for  Girls. 
"Concerning  Daily  Care  of  the  Insane".    By  Dr.  Alice  Hamilton, 

Memorial  Institute. 
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Value  of  Occupations  from  Physicians'  Standpoint".    By  Dr.  Frank 

Killings,  President  Illinois  State  Board  of  Charities. 
"What  Incentives  the  State  should  Offer  Attendants".    By  W.  B. 

Moulton,  President  Civil  Service  Commission. 
"Practical  Ways  of  Using  Occupations  in  Buildings  and  on  the 

Grounds".    By  Dr.  Eugene  Cohn,  Southern  Hospital  for  the 

Insane. 

"  Occupations  for  Foreign  Born  Patients  ".     By  Miss  Jane  Addams, 
Hull  House. 

"History  of   the  Care  of   the    Insane  in  Illinois".    By  Wm.  C. 

Graves,  Secretary  Illinois  Board  of  Charities. 
"Occupations   from   the   Settlement   Point   of  View".    By  Prof. 

Graham  Taylor,  Warden  of  Chicago  Commons. 

The  course  ended  with  a  social  evening  at  the  Hull  House  at  which 
were  present  in  addition  to  the  pupils  all  the  Directors  who  were 
taking  part  in  the  course.  The  general  work  of  the  course  was  under 
the  direction  of  Miss  Lathrop  assisted  by  Miss  Helen  Berling  and 
Prof.  Graham  Taylor. 

After  the  conclusion  of  the  course  Miss  Beau  made  a  trip  to  Anna, 
111.,  upon  the  invitation  of  the  Superintendent,  Dr.  Eugene  Cohn,  for 
the  purpose  of  seeing  the  work  done  there.  She  was  hospitably 
•entertained  for  two  days  and  had  an  opportunity  of  seeing  all  that 
was  of  interest  there.  She  saw  one  elass  of  calisthenics  consisting  of 
340  men,  who,  with  few  exceptions,  went  through  with  the  exercises 
with  spirit.  One  feature  at  this  hospital  which  seems  to  be  out  of 
the  ordinary  is  the  effort  which  is  being  made  in  the  male  department 
to  employ  as  many  patients  as  possible.  The  patients  go  out  of 
•doors  immediately  after  breakfast  and  in  pleasant  weather  remain 
out  until  about  ten  o'clock,  then  they  are  brought  into  the  wards  and 
tables  are  brought  out  and  to  each  patient  is  given  a  task  adapted  to 
his  intelligence  and  taste.  Some  perform  light  tasks,  others  read  or 
write,  others  play  games,  but  to  each  is  given  something  to  do.  It 
was  set  before  them  very  much  the  same  as  the  kindergarten  teacher 
instructs  her  pupils  and  when  the  period  had  expired,  which  was  at 
11.30  o'clock,  the  work  was  taken  from  them  and  put  away  and 
the  tables  were  folded  and  put  away  until  afternoon,  when  the  occu- 
pation was  repeated  for  about  two  hours.  The  industrial  features  in 
this  hospital  are  not  well  developed,  for  they  have  as  yet  few  of  the 
regular  industries  which  are  carried  on  in  the  New  York  State  Hos- 
pitals, but  are  evidently  making  an  effort  in  this  direction. 

Mr.  Chairman:  Next  in  order  is  the  first  regular  topic 
of  the  day,  namely  the  discussion  of  Dr.  Pilgrim's  paper 
•on  The  Proper  Size  of  Hospitals  for  the  Insane,  as  printed 
in  the  Bulletin  for  July,  1908,  p.  92. 
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We  all  have  fairly  deep  convictions  on  this  topic  and  per- 
haps we  might  be  led  by  the  various  arguments  of  our 
friends  as  well  as  of  our  opponents  in  this  matter  into- 
making-  rather  lengthy  statements.  I  would  therefore 
suggest  that  the  discussion  be  limited  to  ten  minutes  in 
each  case.  The  Doctor's  paper  was  not  very  long  and  we 
cannot  permit  a  very  long  discussion.  I  think  ten  minutes 
will  give  every  one  a  fair  chance  to  voice  his  sentiments  in 
the  matter  and  present  all  his  arguments. 

Dr.  Mabon,  you,  I  think,  had  the  floor  at  the  opening  of 
the  discussion  and  it  was  at  your  suggestion  it  was  laid 
over  to  this  meeting.  If  no  objection  is  made,  and  no  one 
else  is  specially  prepared  to  start  the  discussion,  I  call 
upon  Dr.  Mabon. 

Dr.  Mabon:  The  question  as  to  the  proper  size  of  a 
hospital  for  the  insane  depends  a  great  deal  upon  the  size 
of  the  community  which  the  hospital  is  to  serve.  It  is 
undoubtedly  true  that  in  sparsely  settled  districts  a  small 
hospital  is  better  adapted  for  the  needs  of  the  community 
than  a  large  one,  but  in  a  community  like  the  city  of  New 
York,  where  the  population  is  congested,  and  where  the 
price  of  land  at  a  convenient  distance  is  high,  it  would  be 
almost  impossible  to  provide,  with  the  funds  available,  a 
sufficient  number  of  institutions  to  meet  its  needs. 

The  nineteenth  annual  report  of  the  State  Commission 
in  Lunacy,  for  the  year  ending  September  30,  1907,  re- 
ports a  total  population  in  the  State  hospitals  of  27,102. 
Of  this  number,  13,303  represent  the  five  counties  which 
send  patients  to  the  four  institutions  at  the  lower  end  of 
the  State.  If  one  thousand  patients  were  allowed  to  each 
institution,  it  would  mean  thirteen  institutions  for  these 
counties.  If  the  institutions  should  be  arranged  for  fifteen 
hundred  patients,  it  would  mean  practically  nine  institu- 
tions, or  more  than  double  the  number  which  exists  at 
present. 

Extremes  of  wealth  and  poverty  are  to  be  observed 
more  in  large  cities  than  in  small,  and  probably  in  no  city 
is  there  so  much  poverty  and  privation  as  in  the  city  of 
New  York.    Hence  it  is  essential  that  an  institution  for 
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the  care  of  the  insane  of  this  community  should  be  so 
situated  as  to  be  easily  accessible  to  its  poor.  A  man  who 
earns  a  fair  wage  in  this  city  has  larger  expenses  than  one 
who  has  the  same  income  in  a  smaller  community.  Rents 
are  higher,  likewise  food  supplies,  and  everything  which 
goes  to  make  up  the  cost  of  living,  according  to  an 
investigation  conducted  by  a  committee  of  the  State  Con- 
ference of  Charities.  The  working  man,  or  woman,  can 
ill  afford  to  lose  a  day's  time  to  visit  a  relative  in  an  insti- 
tution situated  far  from  the  city.  As  the  price  of  land 
within  a  reasonable  distance  of  the  city  is  very  great,  it 
would  be  almost  impossible  to  acquire  a  sufficient  number 
of  sites  for  the  smaller  hospitals. 

Again,  the  railroad  expense  has  to  be  considered  in  a 
matter  of  this  kind.  If  an  institution  is  situated  forty 
miles  away,  a  man  who  is  earning  two  dollars  a  day  would 
have  to  lose  this  sum,  in  addition  to  one  dollar  sixty  cents, 
which  would  be  the  railroad  fare  at  the  rate  of  two  cents 
a  mile,  and  those  who  are  dependent  on  his  wages  would 
also  suffer. 

Such  being  the  case,  it  seems  only  reasonable  that  large 
institutions  are  called  for  in  certain  places,  and  that  these 
institutions,  if  properly  organized  and  administered,  can 
be  as  economically  and  scientifically  as  successful  as  smaller 
-ones.    This,  to  my  mind,  admits  of  but  little  doubt. 

The  reference  made  by  Dr.  Pilgrim  to  the  action  of  the 
Association  of  Medical  Superintendents  of  American  In- 
stitutions for  the  Insane  in  185 1  is  not  entirely  applicable. 
Conditions  have  changed  since  the  propositions  were  put 
forth  by  this  committee.  Conditions  generally  have 
changed.  The  tendency  of  the  times  in  business  is  to  en- 
largement and  consolidation,  both  from  an  economical 
viewpoint,  and  that  of  efficiency.  The  State  of  New 
York  undoubtedly  would  be  willing  to  provide  two  ad- 
ditional institutions  for  this  portion  of  the  State,  but 
would  be  unwilling  owing  to  the  great  expense,  to  provide 
more. 

The  number  of  admissions  from  the  city  of  New  York 
(Manhattan  and  the  Bronx  boroughs  only),  which  went 
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directly  through  Bellevue  Hospital  for  the  past  year  is- 
'higher  than  ever  before.  From  October  ist,  1907,  to  Sep- 
tember 5th,  1908,  there  were  admitted  directly  to  the 
Manhattan  State  Hospital  from  Bellevue  Hospital  1,346 
patients,  of  whom  588  were  men  and  758  women,  while  the 
admissions  from  the  same  place  to  the  Central  Islip  State 
Hospital  were  654  men  and  499  women,  a  total  f  1,083,  or 
a  grand  total  of  2,429  patients.  All  from  the  Manhattan 
State  Hospital  District.  During  the  next  ten  years  the  in- 
crease  in  the  number  of  insane  for  this  district  will  be 
probably  five  hundred  a  year,  or  five  thousand  for  the 
decade.  This  number  would  fill  two  institutions,  each 
accommodating  2,500  inmates. 

It  micfht  be  well  to  consider  some  of  the  figures  men- 
tioned  by  Dr.  Pilgrim: 

It  is  fairer  to  take  the  three  largest  institutions,  instead 
of  the  four  largest,  in  the  State,  or,  in  other  words,  to 
take  those  having  more  than  three  thousand  patients,  as 
the  fourth  hospital  had  2,339,  its  gross  per  capita  being 
$203.46,  against  $177.84,  the  highest  of  the  three  largest 
hospitals,  and  $170.75,  the  average  for  the  three,  with  a 
total  population  of  11,370  and  an  average  population  of 
3»79°- 

It  is  only  fair  in  computing  the  cost  of  maintenance  to 
base  it  on  the  gross,  and  not  on  the  net,  because  the  former 
shows  every  expenditure  for  maintenance  and  is,  there- 
fore, a  statement  of  the  actual  expenditures.  The  net 
represents  the  difference  between  what  has  been  expended 
and  what  the  institution  has  earned.  Xow  certain  institu- 
tions care  for  a  large  number  of  private  patients  and  this 
of  necessity  lowers  the  net  cost. 

The  gross  per  capita  of  the  four  largest  hospitals  for  the 
year  ending  September  30,  1907,  was  Si 78. 93.  The  gross- 
per  capita  for  the  three  largest  hospitals  was  $170.75,  and 
taking  all  the  institutions  having  more  than  two  thousand 
patients,  viz..  Manhattan,  Central  Islip,  Kings  Park,  Wil* 
lard  and  Hudson  River,  we  find  the  gross  per  capita  cost 
to  be  §179.04.  Taking  the  four  smaller  hospitals,  vix., 
Utica,  Middletown,  Rochester  and  Gowanda,  and  leaving 
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out,  as  Dr.  Pilgrim  did,  the  Long  Island  State  Hospital, 
we  find  a  gross  cost  of  $191.35.  We,  therefore,  find  that 
the  difference  between  the  four  highest  and  the  four 
lowest  amounts  to  $12.42  per  capita  a  year.  Now  if  all 
the  insane  in  the  State  for  the  year  ending  September  30, 
1907,  were  maintained  at  the  rate  of  the  small  hospitals, 
the  expense  would  have  been  $5,093,354,  or  two  hundred 
thousand  dollars  more  than  was  actually  expended  for  the 
gross  maintenance.  On  the  other  hand,  if  the  institutions 
had  been  maintained  at  the  average  rate  for  the  four 
largest,  there  would  have  been  expended  $4,762,758,  or 
$130,507  less  than  the  total  gross  cost  to  the  State.  The 
difference  between  the  four  highest  and  the  four  lowest, 
therefore,  represents  an  annual  saving  of  $350,507. 

Taking  the  three  largest  and  comparing  them  with  the 
three  smallest,  we  have  a  still  more  marked  condition. 
The  three  largest  cost  the  State,  on  a  average,  $170.75 
per  capita,  and  this  for  the  26,618  patients,  the  average 
number  for  the  year,  means  a  total  cost  of  $4,545,023,  or 
$348, 243  less  than  was  actually  expended,  whereas  the  cost 
for  the  three  smallest  institutions,  and  this  includes  Long 
Island,  was  $203.34  per  capita,  which,  multiplied  by  the 
total  average  number  of  patients,  makes  the  entire  cost 
$5,412,502,  or  $519,355  more  than  the  amount  actually  ex- 
pended, which  was  $4,893,266.  The  difference  between 
what  the  cost  would  have  been  if  at  the  lowest  rate,  as 
compared  to  what  it  would  have  been  at  the  highest  rate, 
represents  $867,579.  This  latter  sum,  at  the  average  rate 
for  the  three  largest  hospitals,  would  have  provided  for 
over  five  thousand  additional  patients  in  the  State  hospitals 
during  the  year. 

Dr.  Pilgrim  asks,  "Where  is  there  a  medical  man  who 
is  willing  to  say  that  all  economies  should  be  affected  in 
medical  care  and  nursing,  unless  he  is  willing  to  say  our 
institutions  should  lose  their  hospital  character  altogether 
and  become  vast  boarding  houses  instead  of  the  curative 
establishments  we  should  strive  to  make  them  ?  "  and  then 
proceeds  to  analyze  the  results  of  treatment. 

Speaking  from  my  own  experience,  both  as  a  superin- 
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tendent,  and  as  a  former  commissioner,  and  having  a 
knowledge  of  all  the  State  hospitals  under  the  charge  of 
the  State  Commission  in  Lunacy,  I  would  say  that  the 
same  earnest  endeavor  to  cure  patients  and  restore  them 
to  their  homes  is  made  at  the  large,  as  at  small  institutions. 
The  nursing  force  of  the  large  hospitals  is  fully  as  efficient 
as  that  of  the  small  hospitals  and  many  of  the  graduates 
of  the  hospitals  in  the  lower  part  of  the  State  have  gone 
opt  into  the  world  as  trained  nurses  and  have  done  exceed- 
ingly well.  In  fact,  hardly  a  week  goes  by  that  we  do  not 
receive  requests  from  the  profession  in  the  city  for  a  nurse. 
If  these  nurses  were  not  efficient,  there  would  be  no  such 
demand  for  them. 

So  far  as  the  medical  work  is  concerned,  we  draw  from 
the  same  source  of  supply  as  the  other  hospitals  do,  and 
in  addition  have  the  advantage  which  goes  with  a  larger 
staff.  With  a  larger  staff  the  medical  spirit  is  keenly 
stimulated;  the  staff  meetings  show  very  clearly  the 
ability  of  the  men  and  their  contributions  to  medical 
societies  and  other  organizations  in  the  city  are  such  as  to 
give  them  a  very  enviable  position. 

If  all  the  economies,  as  Dr.  Pilgrim  said,  have  been 
effected  at  the  sacrifice  of  medical  care  and  nursing,  then 
the  central  authority,  of  which  Dr.  Pilgrim  was  once  a 
commissioner,  is  to  blame.  This,  however,  is  not  so,  and 
when  we  come  to  analyze  the  results  of  treatment,  we 
find  conditions  somewhat  different  than  those  set  forth  by 
Dr.  Pilgrim  in  his  paper.  He  took  the  figures  for  one 
year,  whereas  we  know  that  the  recovery  rate  varies  from 
year  to  year.     His  figures  as  summarized  are  as  follows: 

In  the  four  largest  hospitals  the  percentage  of  recoveries 
and  those  discharged  as  improved  was  44.53.  whereas  in 
the  four  smaller  hospitals,  the  total  was  48.04.  A  com- 
parison of  the  figures  for  the  three  years  ending  Septem- 
ber 30,  1907,  shows  that  the  rate  for  those  discharged 
recovered  and  improved  was  as  follows,  according  to  the 
size  of  the  institution  : 

The  three  smallest  hospitals  admitted  in  three  years 
2.2S8  patients  and  discharged  as  recovered  and  improved 
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1,115,  which  equals  48.73  per  cent.  The  three  largest 
hospitals  admitted  7,780  and  discharged  as  recovered  and 
improved  3,979,  or  51. 14  per  cent.  The  four  smallest 
admitted  during-  the  same  term  of  years  3,140  and  dis- 
charged recovered  and  improved  1 ,52 1 ,  or  48. 42  per  cent, 
whereas  the  four  largest  admitted  during  that  period  of 
time  9,362  patients  and  discharged  as  recovered  and  im- 
proved 4,512,  or  48.19  per  cent.  The  institutions  having 
over  two  thousand  patients  received  on  original  commit- 
ments 10,034  patients  and  discharged  as  recovered  and 
improved  4,835,  or  48.48  per  cent.  The  institutions  hav- 
ing less  than  two  thousand  patients  received  6,633 
patients  and  discharged  as  recovered  and  improved  3,247, 
or  48.95  per  cent.  The  average  for  all  hospitals  during 
that  period  of  time  was  48.33  per  cent,  as  there  were 
admitted  16,740  and  discharged  recovered  and  improved 
8,102. 

Some  other  argument  will  have  to  be  used  rather  than 
the  number  of  those  restored  to  their  homes  and  families. 

The  results  achieved  in  the  Manhattan  State  Hospital 
in  the  number  of  those  discharged  as  recovered  and  im- 
proved should  be  considered  as  highly  satisfactory,  owing 
to  the  peculiar  conditions  which  exist  at  this  institution: 

In  the  first  place,  we  receive  a  larger  percentage  of 
paretics,  the  figures  for  last  year  being  as  follows: 
Admitted,  men,  682;  cases  of  paresis,  145;  percentage 
21.25.  Women  admitted,  834:  number  of  paretics,  42; 
percentage,  5. 15.  Total  number  of  admissions  including 
transfers,  1,516;  total  number  of  paretics  received,  183; 
percentage  of  paretics,  12. 

A  few  years  ago  I  made  an  analysis  of  the  percentage 
of  paretics  to  the  population  and  found  that  for  the  year 
ending  September  30,  1895,  there  was  5,615  patients 
received  in  the  various  State  hospitals,  and  of  these,  399 
or  7.1  per  cent  were  paretics,  whereas  for  the  year  ending 
September  30,  1905,  out  of  6,564  patients  admitted,  567, 
or  8.6  per  cent  were  cases  of  paresis.  For  the  year  end- 
ing September  30,  1907,  the  total  admissions  were  6,954; 
the  total  number  of  paretics  received  was  599,  or  8.6  per 
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cent,  against  12  per  cent  received  at  the  Manhattan  State 
Hospital. 

Note. — The  three  largest  hospitals  in  the  State  received 
for  the  same  period  of  time  3,556  patients.  Of  these,  365, 
or  10. 26  per  cent  were  paretics,  whereas  all  the  other  State 
hospitals  received  3,398  patients,  of  whom  234,  or  6.88  per 
cent  were  paretics.  The  only  institutions  showing  as  high 
an  admission  rate  for  paretics  as  the  Manhattan  State  Hos- 
pital were  Fiatbush,  which  received  283  patients,  of  whom 
34,  or  12  per  cent,  were  paretics,  and  Central  Islip  which 
admits  12.2  paretics. 

To  put  this  another  way,  out  of  6,954  patients  admitted 
during  the  year,  1,516,  or  21.8  per  cent  were  received  at 
the  Manhattan  State  Hospital,  whereas  out  of  the  599 
paretics  admitted  to  the  institutions,  183,  or  30.55  per 
cent  were  received  at  this  hospital.  Xo  one,  I  suppose, 
would  claim  that  he  discharged  as  recovered  cases  of 
general  paresis. 

Bearing  on  this  same  question  is  the  percentage  of  un- 
recoverable cases  admitted,  and  I  would  present  from  my 
last  annual  report  the  following  table,  as  showing  the 
percentages,  among  men,  of  hopeless  forms: 

(leneral  Paralysis  

Dementia  Prajcox  

Chronic  Alcoholic  Psychosis 

Paranoic  Condition  

Senile  Psychoses  

Epilepsy  

Constitutional  Inferiors  

Another  condition  which  operates  against  a  large  recov- 
ery rate  at  the  Manhattan  State  Hospital  is  the  deporta- 
tion of  those  aliens  who  suffer  from  recoverable  forms  of 
the  psychoses,  but  who  are  discharged  from  the  hospital 
before  improvement  has  taken  place.  During  last  year, 
out  of  963  patients  discharged,  110  were  aliens  deported 
either  by  the  Department  of  Immigration,  or  else  at  the 
expense  of  their  friends.  The  total  number  deported  for 
the  State  hospital  system  during  the  same  period  of  time 
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was  352.  Therefore,  the  percentage  of  deportations  from 
the  Manhattan  State  Hospital  was  31.25  of  the  total  num- 
ber deported,  whereas  its  population  was  16.44  Per  cent. 

In  a  large  hospital  situated  in  a  great  city  we  are  able 
to  have  services,  as  consulting  and  visiting  physicians 
and  surgeons,  of  many  of  the  ablest  men  in  the  city,  who 
respond  at  once  to  an)'  demand  made  upon  them.  This 
association  with  the  prominent  specialists  of  the  city  can 
not  but  redound  to  the  advantage  of  the  staff.  Many- 
other  reasons  might  be  given  for  the  better  medical 
advantages  of  a  large  hospital  over  a  small  hospital,  but 
only  one  more  will  be  given,  viz.,  that  the  clinical  material 
at  an  institution  with  a  large  admission  rate  is  much  more 
varied  and  does  more  to  stimulate  the  work  than  where  the 
admission  rate  is  small.  I  would  invite  the  different  super- 
intendents to  inspect  the  clinical  records  of  our  institution 
to  see  if  they  suffer  by  comparison  with  those  of  smaller 
institutions.  I  believe  we  can  show  that  we  can  and  are 
doing  at  least  as  good  work  as  is  done  in  the  other  hospitals. 

Dr.  Pilgrim  finally  says  that  there  are  two  arguments 
for  larger  institutions.  First,  cheaper  care,  which  he 
claims  to  have  answered.  My  experience  is  that  just  as 
good  care  can  be  had  in  large  institutions  as  at  small 
institutions,  and  at  a  lower  rate. 

Second,  greater  completeness  of  equipment  and  better 
opportunities  for  classification,  with  increased  facilities 
for  diversion  and  occupation.  In  regard  to  this,  lie  says 
that  there  is  no  reason  why  an  institution  of  fifteen  hund- 
red patients  should  not  possess  every  desirable  feature 
in  the  way  of  equipment,  and  offer  every  advantage  in 
the  matter  of  classification,  and  when  that  number  is 
reached,  he  believes  the  facilities  for  amusement  and 
occupation  are  merely  duplicated,  rather  than  diversified. 

There  is  no  reason  why  an  institution  of  fifteen  hundred 
should  not  possess  these  advantages  of  equipment,  oppor- 
tunities for  classification,  and  facilities  for  diversion  and 
occupation,  but  this  is  not  an  argument  one  way  or 
the  other.  These  conditions  may  exist  in  both  classes  of 
institutions,  small  and  large. 
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I  will  leave  it  to  the  sense  of  this  conference  as  to 
whether  a  superintendent  can  not  impress  his  individuality 
and  influence  over  a  large  institution.  The  general  of  an 
army  does;  the  president  of  a  large  corporation  does;  the 
president  of  a  railroad  does;  and  why  not  the  superin- 
tendent of  a  large  institution  for  the  insane? 

I  hope  that  I  have  not  been  misunderstood  in  presenting 
the  matter  in  the  way  I  have.  My  idea  has  simply  been 
to  emphasize  the  necessity  for  large  hospitals  in  congested 
districts  like  that  of  Greater  New  York.  It  is  probably 
the  only  district  in  the  State  of  New  York  where  the  same 
necessity  exists.  It  certainly  would  have  been  better  in 
certain  small  sections  to  have  had  small  instead  of  large 
institutions,  for  reasons  as  explained  by  Dr.  Pilgrim,  viz., 
that  in  order  to  keep  them  filled  the  district  must  be  so 
large  as  to  make  the  hospital  inaccessible  to  the  friends  of 
a  majority  of  the  patients;  and  that  it  is  difficult  to  pro- 
vide suitable  care  for  cases  pending  commitment. 

With  the  metropolitan  district,  however,  this  is  differ- 
ent, as  there  is  no  trouble  in  filling  the  large  institutions, 
particularly  when  they  are  easy  of  access. 

Dr.  Macy  then  read  a  paper  prepared  by  himself  and  A. 
j.  RosanofT,  of  Kings  Park  State  Hospital,  Kings  Park, 
N.  Y.,  as  follows: 

Dr.  Macy:  Mr.  Chairman  and  Gentlemen — I  have  pre- 
pared my  contribution  to  the  discussion  of  Dr.  Pilgrim's 
paper  on  the  proper  size  of  a  hospital  for  the  insane  in  the 
form  of  a  written  statement,  being  convinced  that  in  such 
form  I  will  be  able  to  present  my  reflections  on  this  sub- 
ject more  clearly  than  in  the  form  of  extemporaneous 
remarks. 

My  attempt  was  to  make  my  statement  as  concise  as 
possible;  yet  I  also  endeavored  to  give  the  subject  com- 
plete consideration  and  I  fear  that  the  resulting  contribu- 
tion exceeds,  perhaps,  the  conventional  length.  I  feel, 
however,  that  the  importance  of  the  matter  is  sufficient 
to  warrant  my  asking  you  to  grant  me  a  few  minutes  more 
than  I  would  otherwise  by  right  be  entitled  to. 

I  take  it  for  granted  that  the  question  which  is  before 
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us  is  to  be  decided  from  the  combined  standpoints  of  (i) 
efficiency  of  medical  work,  (2)  administrative  efficiency,  and 
(3)  economy  of  management . 

We  all  know  that  this  question  is  an  old  one  and  that  it 
has  on  many  occasions  given  rise  to  acrimonious  disputes. 
I  suspect  that  this  is  due  to  the  unfortunate  tendency  to 
lose  from  view  the  above  standpoints  and  to  assume,  for 
political,  personal,  or  other  irrelevant  reasons,  an  unyield- 
ing attitude  in  favor  either  of  small  institutions  or  of  large 
ones,  as  the  case  may  be.  I  have,  therefore,  tried  to 
approach  the  subject  as  far  as  possible  without  bias,  but 
with  the  hope  of  being  able  to  gather  all  the  important  data 
pertaining  to  it.  It  may  be  that,  by  analyzing  these  data 
we  will  find  that  the  best  medical  work,  the  highest  ad- 
ministrative efficiency,  and  the  greatest  economy  can  be 
achieved  only  in  small  institutions;  then  let  us,  by  all 
means,  have  only  small  institutions.  Should  we  find, 
however,  that  the  best  results  are  to  be  attained  in  large 
institutions,  then  it  will  be  clearly  our  duty  to  take  a  stand 
in  favor  of  large  ones.  Further,  we  may  find  that  the 
considerations  in  favor  of  either  type  are  nicely  balanced, 
and  that  in  some  sections  of  the  State  small  institutions 
would  be  more  desirable,  while  in  other  sections  the 
balance  of  preference  would  be  in  favor  of  large  ones;  in 
that  event,  obviously,  it  would  be  futile  to  attempt  to 
arrive  at  a  general  solution  of  the  problem;  it  would  then 
be  necessary  to  make  a  careful  study  of  local  conditions  in 
various  sections  of  the  State,  and,  on  the  basis  of  such  a 
study,  to  arrive  at  the  best  conclusion  for  each  special  case. 

Let  us  not  commit  the  common  error  of  considering  the 
subject  from  one  of  the  viewpoints  mentioned  above  to  the 
exclusion  of  the  others.  For,  if  we  should  sacrifice  med- 
ical or  administrative  efficiency  for  the  sake  of  economy, 
then,  it  is  evident,  we  will  defeat  the  very  purpose  for 
which  our  institutions  exist.  On  the  other  hand,  if  we 
should  establish  complete  medical  and  administrative 
facilities,  but  on  a  basis  so  impractical  as  to  involve  a 
greater  expenditure  of  the  people's  funds  than  is  neces- 
sary for  the  purpose,  then  we  will  not  only  expose  our- 
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selves  to  well  merited  criticism,  but  we  will  create  an 
opposition  on  the  part  of  the  lay  authorities  of  the  State 
which  may  very  seriously  hamper  all  our  undertakings. 

Let  us  now  compare  the  two  types  of  institutions  from 
the  standpoint  of  efficiency  of  the  medical  work. 

Unquestionably  the  most  important  factor  affecting 
medical  efficiency  depends  upon  the  qualifications  of  all  of 
the  members  of  the  medical  staff.  Men  well  qualified 
along*  special  lines  of  work  are  not  very  common;  to  induce 
such  men  to  enter  our  service  we  must  make  the  State 
hospital  career  attractive,  so  that  it  will  compare  favor- 
ably with  other  services  and  with  private  practice.  Thus, 
we  shall  have  to  increase  the  salaries  and  the  chances  of 
promotion,  offer  more  comfortable  and  commodious  quar- 
ters, and  provide  some  form  of  protection  against  disa- 
bility through  disease,  or  old  age.  We  may  also  have  to 
recommend  that  the  civil  service  regulations  be  modified 
so  as  to  widen  our  field  of  choice  by  including  applicants 
from  other  States,  and,  if  necessary,  even  from  abroad. 
All  this,  however,  applies  equally  well  to  small  institutions 
and  to  large  ones,  and,  so  far  as  this  point  is  concerned, 
neither  type  presents  any  inherent  advantage  over  the 
other. 

Dr.  Pilgrim  has  justly  emphasized  the  importance  of 
individuality  in  the  treatment  of  the  insane.  One  of  the 
necessary  conditions  to  facilitate  this,  (supposing  the 
physicians  sufficiently  competent),  is  the  proper  limitation 
of  the  sizes  of  services.  In  my  experience,  on  an  active 
service  for  acute  cases,  in  charge  of  one  physician,  indi- 
viduality in  treatment  is  lost  in  proportion  as  the  number 
of  cases  exceeds  fifty,  and  on  a  chronic  service  in  propor- 
tion as  that  number  exceeds  two  hundred.  Plainly,  there- 
fore, it  is  the  plan  of  the  buildings  or  the  size  of  the  ser- 
vices, and  not  the  size  of  the  entire  institution,  that  has 
most  to  do  with  individuality  in  treatment.  The  proposi- 
tion that  the  superintendent  must  give  individual  treat- 
ment to  all  patients  is  untenable,  for  such  a  thing  is 
obviously  impossible  even  in  institutions  of  only  1,000 
patients. 
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An  important  part  of  the  medical  work  in  every  hospi- 
tal is  the  work  in  the  laboratory.  The  efficiency  of  this 
work,  as  every  one  knows,  depends  upon  three  factors: 
(i)  the  ability,  experience,  and  energy  of  the  physician  in 
•charge  of  the  laboratory,  (2)  the  amount  and  variety  of 
the  clinical  and  pathological  material,  and  (3)  the  charac- 
ter of  the  equipment.  Let  us  compare  the  conditions 
which  would  exist  in  three  institutions,  say,  of  1,200 
patients  each,  with  those  which  would  exist  in  one  insti- 
tution, say,  of  3,600  patients.  The  three  small  institutions 
would  require  three  pathologists,  each  of  whom  could  not 
be  paid  more  than  half  the  amount  of  salary  which  could 
be  offered  to  the  one  pathologist  of  the  large  institution. 
The  large  institution  could  readily  afford  one  laboratory 
attendant  who  would  relieve  the  pathologist  of  the  purely 
technical  part  of  the  work.  The  abundance  of  material  in 
the  large  institution  would  enable  the  pathologist  to  insti- 
tute many  researches  which  under  other  conditions  would 
be  impossible.  Finally,  the  three  small  institutions  would 
require  three  separate  equipments,  each  of  which  must  be 
necessarily  incomplete  as  compared  with  the  sing-le  large 
equipment.  Yet,  well  qualified  men  and  complete  equip- 
ments could  be  obtained  for  the  three  small  institutions 
for  three  times  as  much  money  as  would  be  required  in 
the  case  of  the  one  large  institution.  But  even  if  the 
people  should  warrant  such  an  expenditure  of  funds,  the 
best  results  would  still  be  obtained  only  in  the  large  insti- 
tution, owing  to  the  much  greater  amount  and  variety  of 
the  clinical  and  pathological  material  in  a  single  collection. 

Let  lis  now  take  up  the  subject  from  the  standpoint  of 
administrative  efficiency,  and  from  this  standpoint  let  us 
compare  the  two  types  of  institutions. 

The  administrative  work  of  a  State  hospital  is  done 
partly  by  the  members  of  the  medical  staff,  especially  the 
Superintendent  and  the  First  and  Second  Assistant  Physi- 
cians,— and  partly  by  the  steward,  matron,  supervisors, 
and  charge  attendants. 

The  work  of  the  charge  attendants,  supervisors,  and  of 
most  of  the  members  of  the  staff  is  simple  or  complex, 
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depending  upon  the  size  and  character  of  the  service  to 
which  they  are  assigned;  this  work  is  not  affected  by  the 
size  of  the  entire  institution. 

The  duties  of  the  steward  and  matron  are,  of  course, 
more  complex  in  a  large  institution  than  in  a  small  one, 
but  with  a  larger  corps  of  assistants  or  clerks  in  the  stew- 
ard's office,  and  with  an  assistant  or  two  for  the  matron, 
the  work  can  be  carried  on  as  conveniently  in  a  large 
institution  as  in  a  small  one,  and  even  better  if  a  proper 
division  of  the  work  is  followed. 

The  work  of  the  senior  medical  officers,  including  the 
Superintendent,  differs  very  materially  in  the  two  types 
of  institutions.  In  small  institutions  the  First  and  Second 
Assistant  Physicians  have  mixed  duties;  they  have  much 
of  the  administrative  work  to  do  and  also  a  good  deal  of 
the  medical  work;  they  ma}'  even  be  assigned  to  services. 
Now,  according  to  the  well  known  principle  of  political 
economy, — that  division  of  labor  brings  about  great  in- 
crease of  efficiency, — in  a  large  institution,  where  one  or 
two  senior  officers  can  be  entrusted  largely  with  adminis- 
trative duties,  while  others  devote  their  time  almost  ex- 
clusively to  medical  work,  efficiency  of  both  kinds  of  work 
must  be  greatly  increased. 

There  seems  to  be  a  feeling  abroad  that  it  lowers  the 
dignity  and  professional  standard  of  a  physician  in  this 
service  to  devote  his  interest  exclusively  to  administrative 
matters.  Now,  the  sooner  we  rid  ourselves  of  this  notion 
the  better  it  will  be  for  the  service.  It  is  true  that  the 
study  of  the  causes,  nature,  and  treatment  of  insanity 
must  and  can  only  be  carried  on  in  the  hospitals  for  the 
insane,  and  that  this  study  offers  us  the  only  hope  of  an 
ultimate  solution  of  the  problems  of  prophylaxis  and 
of  therapy.  But  it  is  none  the  less  true  that  this  study  by 
no  means  constitutes  our  only  duty  in  the  service.  In 
fact,  all  matters  pertaining  to  the  welfare  of  the  insane 
who  are  under  our  care,  are  directly,  dependent  not  so 
much  upon  our  diagnosis  and  classification  of  cases  as 
upon  practical  hospital  management;  for  it  is  only 
under  conditions  of  careful  and  prudent  administration 
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that  we  can  achieve  the  erection  of  maintenance  of  build- 
ing's with  comparatively  perfect  ventilation,  heating,  and 
lighting;  the  provision  of  a  hygienic  water  supply;  the 
preparation  of  wholesome  food;  and  the  supply  of  suitable 
clothing; — and  it  is  only  by  most  skilful  measures  of 
administration  that  we  can  protect  our  patients  against 
suicide  and  various  accidents  and  against  abuse  by  attend- 
ants, to  say  nothing  of  the  legal  relations  of  these  prob- 
lems and  the  rights  of  the  public.  Under  conditions  of 
efficient  administration  we  can  entirely  abolish  mechanical 
restraint  and  can  reduce  to  the  minimum  the  deprivation 
of  liberty  which  our  patients  must  suffer.  To-day  who 
would  dispute  that  these  matters,  more  than  any  others, 
are  capable  of  actually  increasing  the  prospects  of  recovery 
for  our  patients,  or,  of  contributing,  at  least,  to  their 
general  health,  comfort,  and  contentment? 

Therefore,  let  us  remember  that  matters  of  hospital 
management  are  not  degrading  to  our  professional  stand- 
ard, but  that,  on  the  contrary,  they  are  among  our  first 
and  most  important  duties;  and  that  the  success  even  of 
the  purely  scientific  work  in  psychiatry  is  very  largely 
dependent  upon  the  proper  performance  of  our  duties 
along  these  lines. 

Now,  if  it  is  admitted  that  efficient  administration  is  an 
object  to  be  sought,  then  I  am  of  the  opinion  that  the 
most  favorable  conditions  are  those  under  which,  by  divi- 
sion of  labor,  the  greatest  skill  and  efficiency  can  be  attained, 
namely,  in  large  institutions. 

I  know  that  this  suggests  at  once  the  danger  of  dual 
management,  that  is  to  say,  the  danger  of  a  division  of 
authority  between  the  chief  medical  officer  and  a  lay 
superintendent.  This  danger,  however,  is  actually  more 
imminent  in  small  institutions  than  in  large-ones;  for  the 
only  reasonable  argument  that  has  ever  been  advanced  in 
favor  of  having  a  lay  superintendent  is  based  upon  the  lack 
of  administrative  efficiency  so  commonly  shown  by  med- 
ical men,  and]  this  lack  of  efficiency  is  removed  in  large 
institutions,  as  I  have  shown  above,  by  the  plan  of 
division  of  labor.     Moreover,  the  principle  of  hospital 
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administration  by  a  lay  superintendent  has  never  been 
successfully  maintained.  Hospital  administration  requires 
a  knowledge  of  hygiene  and  sanitation,  of  general  medi- 
cine, and  of  the  causes,  manifestations,  and  therapy  of 
insanity,  just  as  much  as  does  the  clinical  work  itself ;  and 
a  practical  grasp  on  the  needs  of  every  part  of  a  hospital, 
can  only  be  had  by  a  superintendent  who  has  come  up 
through  all  grades  of  the  medical  service,  who  has  had 
personal  experience  with  acute  cases,  chronic  cases,  infirm- 
ary cases,  disturbed  cases,  and  convalescent  cases,  and 
who,  possessing  executive  ability,  has  acquired  by  years 
of  training  the  skill  of  management  of  the  various  wards 
in  which  such  cases  are  treated,  as  well  as  at  least  a  fair 
knowledge  of  general  business  connected  with  our  work. 

What  is  to  be  said  with  regard  to  economy  of  manage- 
ment ?  It  is  an  almost  universally  accepted  opinion  that 
large  institutions  can  be  conducted  at  a  lower  per  capita  ex- 
penditure than  small  ones.  But  many  of  the  arguments 
advanced  in  support  of  this  opinion  do  not  hold  good  for 
institutions  in  this  State  and  it  becomes  our  duty  to  inves- 
tigate this  question  thoroughly  in  its  application  to  our 
own  special  conditions. 

Dr.  Pilgrim  has  found  that  in  this  State  patients  are 
maintained  in  institutions  with  a  population  of  over  1,500 
at  a  rate  which  is  about  §8.00  less  per  capita  than  in  insti- 
tutions with  a  population  of  under  1,500.  I  agree  with  him 
on  this  point  that  this  does  not  prove  conclusively  that  it  is 
more  economical  to  have  large  institutions  than  small 
ones ;  for  if  the  figures  be  examined  in  detail  we  find  that 
they  are  subject  to  variations  owing  to  many  disturbing 
factors,  and  that  therefore  any  comparison  of  reports  from 
different  institutions  is  practically  impossible.  If  this 
point  requires  proof,  then  let  us  take  a  few  special  items 
and  attempt  to  make  a  comparison. 

The  per  capita  cost  of  domestic  service  at  the  St.  Law- 
rence State  Hospital  (population  1,845)  ^s  $2-37>  while  at 
the  Rochester  State  Hospital  (population  1,282)  it  is  only 
.$1.33,  which  is,  from  the  economical  standpoint,  a  showing 
strongly  in  favor  of  the  smaller  institution.    Now,  at  the 
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Manhattan  State  Hospital  the  cost  is  95  cents,  while  at  the 
Central  Islip  vState  Hospital  it  is  only  17  cents,  that  is  to 
say,  so  cheap  as  to  be  beyond  comparison  with  the  figures 
of  the  smaller  institutions.  Any  two  men  with  strong" 
prejudices  in  favor  of  the  opposite  types  of  institutions 
might  have  on  the  basis  of  such  figures  an  interminable 
wrangle  which  might  be  as  amusing  as  it  would  be  undig- 
nified. Yet  the  truth  is  that  the  very  contradiction  which 
exists  between  these  figures  shows  plainly  that  the  cost  of 
domestic  service,  though  perhaps  slightly  influenced  by 
the  size  of  the  institution,  is  in  reality  determined  by  in- 
dividual differences  in  methods  of  management,  in  the 
arrangement  of  staff  quarters  and  employees'  quarters,  in 
the  sizes  and  numbers  of  sculleries,  dining  rooms,  etc. 

Employees'  wages  in  the  industrial  department  at  the 
Utica  State  Hospital  (population  1,204)  amount  to  $4.19 
per  capita,  while  at  the  Middletown  State  Hospital  (popu- 
lation 1,313)  they  amount  to  $1.05  per  capita,  that  is  to  say, 
only  one-fourth  of  the  cost  at  Utica.  Xow,  here  are  two 
institutions  showing  an  enormous  difference  of  expendi- 
tures in  one  department,  which  difference,  evidently,  must 
be  accounted  for  not  by  the  trifling  difference  in  their 
sixes, — a  difference  of  only  109  patients, — but  by  the  dif- 
ference in  the  character  and  development  of  their  indus- 
trial departments. 

Although  it  is  not  my  intention  to  criticize  Dr.  Pilgrim's 
conclusions,  yet  you  have  no  doubt  observed  that  the  re- 
sults of  a  careful  analysis  of  the  figures  from  the  statisti- 
cal tables  bring  to  light  certain  facts  which  show  very 
strikingly  the  inherent  faultiness  of  some  of  Dr.  Pilgrim's 
arguments  and,  by  consequence,  of  his  resulting  con- 
clusions. 

Let  us  now  take  up  an  item  which  constitutes  almost 
one-third  of  the  total  sums  expended  annually  for  the 
maintenance  of  the  State  hospitals,  namely,  food  supplies. 

At  the  Long  Island  State  Hospital  (population  725)  food 
supplies  cost  $70.59  per  capita,  while  at  the  Gowanda  State 
Hospital  (population  903)  the  cost  is  only  $40.61  per  capita. 
•Surely  the  difference  in  the  population, — a  difference  of 
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only  178  patients.— can  not  account  for  this  enormous  dif- 
ference in  the  cost  of  food  supplies.  On  consulting-  the 
annual  reports  from  these  two  institutions  I  find  that  at 
the  Flatbush  hospital  g-arden  products  were  raised  during^ 
the  year  amounting  in  value  to  $1,377.62.  while  at  the 
Gowanda  hospital  the  farm  and  garden  products  that  were 
raised  amounted  to  $23,680.69.  By  adding  the  value  of 
the  farm  and  garden  products  to  the  cost  of  food  supplies 
as  published  in  the  tables  we  will  obtain  figures  which  will 
more  nearly  represent  the  actual  value  of  the  food  con- 
sumed. By  calculation  I  find  that  these  figures  are  for  the 
Flatbush  hospital  $72.49  per  capita,  and  for  the  Gowanda 
hospital  $66.83  A7'  capita;  thus  the  enormous  difference 
is  almost  entirely  obliterated. 

An  examination  of  the  figures  from  large  institutions 
gives  similar  results.  The  per  capita  cost  of  food  supplies 
at  the  Willard  State  Hospital  (population  2,293)  is  $45.90, 
while  at  the  Kings  Park  State  Hospital  (population  3,127) 
it  is  -^56.96, — a  difference  of  $11.06;  and  yet  by  adding  to 
these  figures  the  estimated  values  of  the  farm  products, 
at  the  same  time  deducting,  of  course,  the  value  of  the 
products  used  for  cattle  feed,  we  get  for  Willard  $62.02,. 
and  for  Kings  Park  861.04, — figures  that  are  practically 
identical. 

Numerous  other  items  from  the  statistical  tables  could 
be  cited  to  show  how  unavailing  the  figures  are  in  the 
study  of  the  matter  with  which  we  are  now  concerned.  To 
do  so  would  be  superfluous,  it  seems  to  me,  for  I  believe  the 
above  mentioned  items  alone  prove  very  conclusively  the 
point  in  question. 

It  seems,  then,  that  the  question  of  comparative  econ- 
omy of  management  in  the  two  opposite  types  of  institu- 
tions must  be  determined  on  a  basis  of  data  other  than 
those  that  are  to  be  found  in  our  statistical  tables. 

Now,  I  think  it  is  self-evident  that  the  per  capita  cost  of 
food  supplies,  ward  service,  clothing,  furniture  and  bed- 
ding, and  the  like  must  be  the  same,  under  similar  con- 
ditions, for  small  hospitals  as  for  large  ones.  The  advan- 
tage, which  large  institutions  have,  of  special  rates  on 


large  quantities  can  be  made  available  for  small  institu- 
tions by  the  plan  of  "joint  purchase",  as  suggested  by 
Dr.  Pilgrim. 

On  the  other  hand,  it  seems  to  me  equally  obvious  that 
in  several  of  the  departments,  like  the  bakery,  laundry, 
engineer's  department,  carpenter's,  electrician's,  and  other 
mechanics' departments,  library,  amusements,  etc.,  there 
would  be,  like  in  the  case  of  the  laboratory  already  spoken 
of,  a  duplication  of  buildings  and  equipments  in  small  in- 
stitutions, andean  increase  in  the  number  of  employees, — 
•especially  of  heads  of  departments, — which  would  neces- 
sarily produce  a  balance  of  economy  in  favor  of  large 
institutions. 

In  the  literature  of  this  subject  I  found  the  consensus 
of  opinion  almost  wholly  in  favor  of  small  institutions,  and 
I  confess  I  was  surprised,  on  analyzing  the  data  pertain- 
ing to  this  question,  to  find  all  evidence  so  overwhelm- 
ingly in  favor  of  the  opposite  type, — for  I  believe  it  must 
be  clear  to  any  one  from  the  facts  which  I  have  adduced 
that  the  best  medical  work,  the  highest  degree  of  admin- 
istrative efficiency,  and  the  greatest  economy  can  be 
-achieved  only  in  large  institutions,  everything  else  being 
equal.  I  think  the  reason  for  so  many  inclining  to  the 
opposite  view  lies  in  the  fact  that  few  physicians  are 
trained  to  look  at  matters  from  a  business  standpoint. 
They  are  accustomed  in  their  professional  work  to  achieve 
results  only  through  personal  efforts;  they  have  not  the 
opportunity  of  training  themselves  in  the  utilization  of  the 
efforts  of  others  by  a  general  supervision  and  direction 
prompted  by  a  comprehensive  grasp  of  a  complex  situa- 
tion, and  owing  to  lack  of  such  training  they  are  entirely 
unfamiliar  with  the  advantages  that  are  to  be  gained 
through  combinations  of  effort  in  the  form  of  a  single 
enterprise  on  a  gigantic  scale  over  the  same  amount  of 
effort  distributed  in  a  large  number  of  enterprises  on  a 
Lilliputian  scale. 

'There  is,  however,  another  consideration  which  must 
not  be  lost  sight  of,  namely,  that  for  sparsely  settled  dis- 
tricts large  institutions  could  not  justly  be  advocated  for 
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the  reason  that  such  institutions  would  be  very  inaccessi- 
ble from  the  remoter  parts  of  the  necessarily  large  hospi- 
tal districts.  The  people  throughout  this  State,  with 
whose  money  and  for  whose  use  these  institutions  are 
built  and  maintained,  have  a  right  to  demand  that  such 
institutions  be  built  in  sufficient  numbers  and  in  conven- 
iently accessible  situations.  Therefore,  in  some  parts  of 
the  State  it  may  be  necessary  to  sacrifice  scientific  inter- 
ests as  well  as  considerations  of  economy  for  the  purpose 
of  establishing  everywhere  proper  provision  for  the  prompt 
and  convenient  care  of  the  insane  by  building  small 
institutions  not  too  far  apart. 

In  the  metropolitan  district  this  difficulty  does  not  exist, 
for  there  we  have  a  comparatively  small  area  containing 
the  densest  and  most  rapidly  growing  population  in  the 
world.  In  that  district  there  is  no  necessity,  and  there- 
fore no  justification,  for  making  such  sacrifices;  and  there 
it  is  plainly  our  duty  to  take  a  stand  in  favor  of  large  in- 
stitutions. Such  is  our  duty  in  the  interests  of  the  wel- 
fare of  the  patients,  of  scientific  progress,  and  of  popular 
economy. 

Dr.  Russell:  It  seems  to  me  that  neither  Dr.  Mabon 
nor  Div  Macy  expressed  his  view  very  clearly  on  the  real 
question  that  Dr.  Pilgrim  has  presented,  that  is,  the 
proper  size  of  a  hospital  for  the  insane;  that  the  discussion 
has  seemed  to  thus  far  center  around  small  hospitals  and 
large  hospitals  without  making  very  clear  as  to  what  was 
meant  by  a  small  hospital  and  what  was  meant  by  a  large 
hospital. 

Certainly  I  will  not  for  a  minute  accede  to  the  view  that 
a  hospital  with  1,200  patients  should  be  considered  a  small 
hospital.  I  really  do  not  think  we  have  come  to  that 
stage  yet;  perhaps  some  day  we  shall. 

At  the  last  meeting  I  referred  to  a  report  of  a  committee 
of  the  National  Conference  of  Charities  in  which  some 
reference  was  made  to  this  question  of  the  size  of  a  hospi- 
tal, and  I  said  that  perhaps  this  might  be  regarded  as  pre- 
senting the  prevailing  view,  as  it  was  presented  at  a 
National  Conference.    Perhaps  I  ma}7  be  wrong  about 
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that,  but  it  seems  to  me  that  as  near  as  it  could  be  given 
it  might  be  regarded  as  such  an  expression.  If  I  may  be 
allowed,  I  will  just  read  what  has  been  said  here. 

"The  limit  of  extension  of  an  institution  is  a  matter  of 
vital  importance,  which  will  elicit  a  great  diversity  of  opinion. 
All  would  desire  its  limitation  within  the  compass  of  the  individual 
•  study  and  treatment  of  its  patients,  and  within  the  capacity  of  a 
single  executive  head  to  conserve  efficiency  and  unity  in  all 
departments,  both  medical  and  administrative.  Such  conditions 
would  restrict  expansion  beyond  six  to  eight  hundred,  necessary 
in  the  small  State  and  possible  in  one  of  wide  area  where  accessi- 
bility would  necessitate  numerous  centers  of  moderate  size.  Un- 
fortunately, however,  the  insistent  demands  of  highest  economy  far 
transcend  such  bounds. 

The  reconciliation  of  these  discordant  factors  under  a  prac- 
tical regime  is  the  imperative  task  of  the  institutional  manager. 
The  history  of  public  institutions  shows  conclusively  that  their 
size  is  largely  determined  by  reasons  of  expediency  and  economy. 
The  call  for  extension  is  incessant.  A  new  building  may  be  added 
to  an  existing  plant  with  comparative  ease,  but  the  necessity  of 
creating  the  expensive  organization  of  a  new  hospital  center  is 
exceedingly  difficult  to  demonstrate.  The  lower  maintenance  charge 
of  the  large  institution  is  evident  to  the  many,  whereas  the  com- 
pensations of  the  small  hospital  in  promoting  better  treatment  of 
patients  and  higher  medical  and  scientific  attainment  are  recognized 
only  by  a  small  minority.  Some  argue  that  the  saving  in  mainte- 
nance of  the  large  institution  would  furnish  funds  for  raising  the 
standard  of  care  and  treatment ;  others  that  its  greater  numbers 
would  facilitate  the  better  grouping  of  patients  in  appropriate 
classes  and  surroundings.  Whatever  the  argument,  the  fact  is  in- 
disputable that  the  evolution  of  public  institutions  is  generally 
toward  enlargement.  The  demands  of  highest  economy  will  hardly 
be  satisfied  short  of  two  thousand  patients  under  the  same  manage- 
ment. Such  extension  is  not  desirable  nor  always  necessary,  but 
generally  supervenes  in  spite  of  all  opposition." 

Dr.  Russell,  continuing:  Xow,  if  I  may  have  a  little 
more  time,  I  would  like  to  express  my  own  views  which  I 
have  written  out.  I  will  be  very  glad  to  have  you  stop 
me  when  the  ten  minutes  are  up. 

I  quite  agree  with  Dr.  Pilgrim  as  to  the  advisability  of 
setting  a  limit  to  the  expansion  of  hospitals  for  the  insane 
and  consider  the  number  he  has  proposed  for  the  maxi- 
mum number  of  patients  to  be  conservative  and  reason- 


able  from  both  the  economic  and  efficiency  standpoints. 
It  permits  of  the  advantages  of  equipment  and  organisa- 
tion claimed  for  the  larger  institutions  and  yet  it  does  not 
over  burden  the  superintendent  to  such  a  degree  as  to  pre  - 
vent him  from  keeping  actively  interested  and  well  informed 
concerning  the  medical  problems.  It  appears  at  the  same 
time  to  be  as  economical  as  can  be  reasonably  expected 
for  efficient  work. 

By  some,  it  is  contended  that,  after  all,  as  soon  as  the 
number  of  patients  which  a  superintendent  can  know  inti- 
mately and  give  personal  attention  to  has  been  exceeded, 
the  care  and  treatment  of  the  individuals  must  be  left  to 
others  anyway,  and  the  institution  may,  without  detri- 
ment, be  then  enlarged  to  the  limit  of  the  superintend- 
ent's administrative  capacity.  This  view  must,  it  seems 
to  me,  be  based  on  a  consideration  of  custodial  problems 
only.  It  can  scarcely  have  reference  to  remedial  meas- 
ures and  scientific  work  as  part  of  the  administration,  or 
else  it  contemplates  the  subordination  of  the  superintend- 
ent in  these  matters  to  a  degree  which  no  active  medical 
mind  could  tolerate.  It  is  entirely  at  variance  with  the 
kind  of  interest  and  activity  which  have  led  to  the  appli- 
cation of  the  hospital  idea  to  the  methods  of  the  institu- 
tions for  the  insane,  and  which  is  to-day  needed  for 
further  developments  in  the  same  direction.  My  own 
observations  indicate  that  the  superintendents  of  institu- 
tions with  1,200,  1,500,  and  even  1,600  and  1.800  patients 
are.  as  a  rule,  better  informed  in  regard  to  the  history, 
characteristics,  and  treatment  of  individual  patients  than 
the  superintendents  of  larger  institutions,  and  that  this  is 
of  advantage  to  the  patients.  From  the  nature  of  his 
position  much  of  a  superintendent's  time  must,  in  any  in- 
stitution, be  given  to  general  administration.  An  institu- 
tion with  1,200  or  1,500  patients,  provided  it  is  well 
constructed,  well  equipped,  well  organized,  well  supported, 
and  not  undergoing  enlargement  or  extensive  alterations 
need  not,  however,  tax  the  energies  of  a  competent  med- 
ical superintendent  so  severely  as  to  prevent  him  from 
keeping  well  informed  and  actively  interested  in  the  con- 


old 

dition  and  treatment  of  the  patients,  and  in  the  medieal 
standards  and  problems  of  administration.  This  ean  not, 
I  believe,  be  said  of  institutions  of  larger  size  in  which  the 
demands  of  general  administration  and  the  extent  to 
which  matters  relating  to  the  study  and  treatment  of  the 
patients  must  be  left  entirely  to  others,  prevent  the 
superintendent  from  keeping  well  informed  about  them, 
or  occupying'  his  mind  with  medical  questions.  This  can 
hardly  fail  to  effect  the  work  of  the  institution,  as  the 
intelligent  active  interest  of  the  superintendent  is  essen- 
tial to  keep  up  a  high  state  of  efficiency  in  the  difficult 
task  of  understanding-  and  treating  the  patients. 

The  extremely  interesting  statistics  presented  by  Dr. 
Pilgrim  indicate  that  further  statistical  studies  of  the 
operations  of  the  hospitals  might  be  of  considerable  use  in 
determining  questions  relating  to  efficiency  as  well  as 
those  relating  to  economy.  Those  relating  to  the  dis- 
charges are  confirmed  by  an  examination  which  I  have 
made  of  the  figures  of  the  past  five  years.  During  this 
period,  17,055  cases  were  admitted  by  original  commit- 
ment to  the  five  largest  hospitals  of  the  State,  each  of 
which  had  an  average  daily  population  of  over  2,000,  and 
10.639  t°  the  eight  other  hospitals,  each  of  which  had  an 
average  daily  population  of  under  2,000.  The  number 
discharged  recovered  and  improved  from  the  first  group 
was  7,884  and  from  the  second,  5,173,  the  percentages  on 
the  admissions  being  respectively  45.9  and  48.66,  making 
a  difference  of  2.7  per  cent  in  favor  of  the  smaller  hospi- 
tals. The  number  of  cases  discharged  recovered  was, 
from  the  first  group  4,048  and  from  the  second  2,985,  the 
percentages  being  respectively  23.7  and  28,  with  a  differ 
ence  in  favor  of  the  smaller  hospitals  of  4.3  per  cent. 
The  death  rate  during  the  same  period  was  also  slightly 
favorable  to  the  smaller  hospitals. 

Minor  errors  may  no  doubt  be  found  in  these  statistics. 
Those  in  one  direction  tend,  however,  to  balance  those  in 
the  other,  and  the  figures  can  not  be  lightly  regarded. 
They  show  that  if,  during  the  past  five  years,  the  dis- 
charge rate  of  the  larger  institutions  had  equalled  that  of 
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the  smaller,  there  would  have  been  discharged  recovered 
733  more  patients  than  there  were.  The  figures  are  also 
noteworthy  in  that  they  show  that  between  45  and  50  per 
cent  of  the  patients  committed  during  the  five  years  were 
returned  to  their  homes  recovered  or  improved.  These 
figures  should  surely  be  sufficient  to  convince  everyone  of 
the  advisability  of  improving  and  extending  the  hospital 
feature  of  the  institutions  for  the  insane.  Unfortunately, 
the  large  aggregations  of  incurables  which  have  been 
accumulating  for  sixty  years  or  more  attract  most  atten- 
tion, and  the  hospitals  are  in  the  position  of  a  practitioner 
who  had  been  compelled  to  take  into  his  home  the  patients 
whom  he  failed  to  relieve,  and  in  consequence  of  the 
exhibit  had  been  unable  to  build  up  a  good  reputation. 

Dr.  Pilgrim  has  drawn  attention  to  the  circumstances 
under  which  the  policy  of  making  extensive  additions  to 
the  existing  State  hospitals  came  to  be  adopted.  Probably 
those  who  advocated  it  had  no  thought  of  it  becoming  a 
definite  system  of  providing  for  the  annual  increase  in  the 
number  of  insane,  irrespective  of  the  residence  of  the 
patients  to  be  accommodated.  In  fact,  the  enlargement 
of  an  institution  for  the  insane,  especially  if  it  was  not 
originally  designed  with  this  in  view,  has  a  very  bad  effect 
on  the  administration.  Enlargement  of  the  accommoda- 
tions for  patients  necessitates  other  enlargements  to  meet 
the  new  requirements.  The  organization  has  then  to  be 
readjusted  and  frequently  the  classification  of  the  patients. 
During  the  period  when  this  is  going  on,  often  several 
years,  the  regular  work  is  interfered  with,  and  the  super- 
intendent and  other  officers  and  employees  are  seriously 
diverted  from  their  proper  duties  and  interests.  In  some 
instances  the  effect  may  be  permanent.  The  possible 
effect  on  the  superintendent  is  described  by  Mercier  as 
follows:  "There  is  another  disadvantage  attending  the 
extension  of  the  size  of  an  asylum.  It  is  unquestionable 
that  the  study  of  insanity  is  one  of  the  most  abstruse  and 
difficult — perhaps  the  most  abstruse  and  difficult  subject 
that  can  occupy  the  mind  of  man.  In  consequence  of  this 
difficulty  of  the  subject  and  of  its  unattractiveness  to  most 
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practical  minds,  and  in  consequence  of  the  want  of  stimu- 
lus that  attends  the  isolation  from  fellow-workers  in  which 
most  superintendents  live,  the  tendency  of  a  superintend- 
ent becomes  year  by  year  stronger,  unless  he  has  a  special 
bent  and  taste  for  psychological  studies,  to  neglect  this 
portion  of  his  duties  and  to  devote  himself  more  and  more 
entirely  to  purely  lay  administration.  When  his  time  and 
energies  are  absorbed  in  the  erection  of  some  new  annex 
or  department  to  the  asylum,  he  has  every  excuse  and 
great  justification  for  allowing  his  medical  duties  to  lapse; 
and  when  once  they  have  been  abandoned  for  any  length 
of  time,  the  chance  of  their  being  resumed  con  a  more  and 
with  the  enthusiasm  that  is  necessary  for  success,  is  small 
indeed."  Such  an  effect  as  this  could  not  fail  to  react 
very  unfavorably  on  the  standards  of  medical  work  and 
personal  care  of  the  patients.  In  this  connection  it  is  in- 
teresting to  note  that  at  the  Rochester  State  Hospital 
during  the  four  years  ending  September  30,  1906,  while 
the  hospital  was  being  extensively  enlarged  and  readjusted 
to  a  large  and  sudden  increase  in  the  population,  the  per- 
centage of  cases  discharged  recovered  and  improved  fell 
four  per  cent  below  that  of  the  four  preceding  years,  the 
percentage  each  year  being  less  than  that  of  any  of  the  four 
years  preceding.  Fortunately,  in  this  case,  the  superin- 
tendent is  of  the  kind  whose  professional  zeal  can  not  be 
permanently  diverted  and  the  discharge  rate  is  now  higher 
than  before,  being  last  year  4.4  per  cent  higher  than  the 
average  for  the  four  years  of  the  enlargement  period. 

Another  argument  against  increasing  the  size  of  insti- 
tutions for  the  insane  to  a  point  where  the  demands  of  ad- 
ministration may  prevent  the  superintendent  from  being 
as  actively  interested  and  occupied  with  medical  problems 
as  is  necessary  to  meet  the  growing  demands  for  the  study 
and  treatment  of  the  insane,  is  that  additional  force  is 
thereby  given  to  the  arguments  of  those  who  believe  that 
he  should  be  entirely  relieved  of  general  administrative 
responsibilities.  These  arguments  are,  indeed,  based 
upon  an  imperfect  understanding  of  the  character  of  the 
work  and  the  real  objects  to  be  accomplished  in  the 
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administration  of  an  institution  for  the  insane.  That  they 
can  not  be  ignbred  in  the  case  of  very  large  institutions 
must,  however,  be  apparent  from  the  following  comments 
by  Mercier:  ''When  asylums  attain  enormous  dimen- 
sions and  contain  2.000  patients  and  upwards,  *  *  *  the 
duties  inseparably  attached  to  the  care  of  the  patients  in- 
dividually— the  statutory  duties  alone,  and  the  duties 
arising-  out  of  them — must  absorb  so  much  of  the  time  of 
the  superintendent,  that  it  is  scarcely  possible  that  he  will 
be  able  to  perform  them  efficiently  and  yet  have  time  to 
carry  out  with  even  approximate  success  the  administra- 
tive duties,  which  are  correspondingly  increased  in  volume. 
In  these  cases,  therefore,  the  separation  of  the  duties  be- 
comes almost  a  matter  of  necessity,  and  the  fact  that  it  is 
so  seems  to  be  an  additional  argument  against  the  con- 
struction of  very  large  asylums." 

Dr.  Pilgrim's  paper  is,  in  my  opinion,  a  valuable  and 
timely  contribution,  and  the  questions  discussed  should 
be  given  careful  consideration  in  shaping  a  policy 
for  the  further  development  of  the  State  hospital  system. 
A  policy  which  is  dominated  by  the  requirements  of  merely 
custodial  care,  and  which  results  in  the  reduction  of  the 
number  of  insane  persons  restored  to  health  and  useful- 
ness can  not  be  a  wise  one.  Economy  should  indeed  be 
sought  after.  It  should  however  be  the  economy  of  an 
enterprising  business  organization  which  is  always  exer- 
cised with  due  regard  to  the  ultimate  effect  on  the  work 
to  be  accomplished.  The  real  work  of  an  institution  for 
the  insane  is  the  care  and  treatment  of  the  patients.  To 
this  every  part  of  the  organization  contributes,  but  the 
superintendent  must  be  the  leading  spirit.  If  he  be  over- 
burdened with  numbers  and  with  the  administrative  de- 
mands of  a  large  plant,  he  is  placed  in  a  false  position. 
He  must  either  allow  himself  to  be  subordinated  profes- 
sionally or  else  see  the  work  of  studying  and  treating  the 
patients  hampered  by  his  own  inability  to  attend  to  it 
properly.  He  will  be  very  fortunate  if  his  own  standards 
do  not  retrograde  and  lead  him  into  a  position  of  benighted 
conservation  or  indifference  to  conditions  which  he  would 
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formerly  have  attacked  with  eager  interest.  The  num- 
ber proposed  by  Dr.  Pilgrim  seems  to  me  to  be  practicable 
and  reasonable  for  the  State  hospitals  in  general  and  new 
hospitals  should  be  planned  accordingly.  For  the  metro- 
politan district  where  mammoth  institutions  already  pre- 
vail, and  where  an  immense  population  is  compressed 
within  a  relatively  small  area,  some  modification  may  be 
necessary.  Here  a  return,  on  much  improved  lines,  to 
the  old  system  of  two  types  of  institutions  may  prove 
advisable.  It  has  at  least  the  advantage  of  providing  for 
the  careful  consideration  of  each  patient  and  the  applica- 
tion of  active  measures  for  restoration,  before  he  is  sub- 
merged in  the  large  aggregations.  It  also  reduces  the 
medical  needs  of  the  mammoth  institutions,  as  these  are, 
in  great  measure,  dependent  upon  the  number  of  admis- 
sions by  original  commitment. 

Dr.  Smith:  Conditions  have  changed  during'the  past 
sixty  years;  the  population  has  increased  with  a  large  and 
disproportionate  increase  in  the  number  of  insane.  This, 
together  with  better  recognition  of  insanity  and  increased 
confidence  in  hospitals,  demands  greater  accommodation. 
The  estimates  of  former  times  have  all  been  proven  in- 
adequate to  later  conditions.  Is  there  necessarily  a  limit 
to  the  size  of  an  hospital  beyond  which  it  can  truly  be 
said  it  would  be  wrong  to  go  ?  Is  it  not  a  fact  that  the 
largest  existing  institutions  are  as  well  conducted  as  anv 
of  the  small  ones,  taking  into  consideration  the  propor- 
tionate equipment,  class  of  patients  and  various  local  con- 
ditions ?  There  is  not  contention  in  the  paper  that  a  hos- 
pital of  1,500  would  be  unreasonable,  and  that  is  several 
times  the  maximum  permitted  57  or  even  42  years  ago,  as 
discussed  at  that  time  and  quoted  in  Dr.  Pilgrim's  paper. 

The  personal  influence  of  the  Superintendent  can  be  felt 
in  a  hospital  of  5,000  as  well  as,  in  one  of  1,500.  It  is  a 
matter  of  organization,  and  with  the  aid  of  an  efficient 
staff  his  personality  is  just  as  pronounced  and  forcibly  im- 
pressed upon  a  large  institution  as  well  as  a  small  one. 
This  I  know  by  experience.  The  late  Dr.  A.  E.  Mac- 
donald,  when  he  was  General  Superintendent  of  all  the 
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divisions  of  the  Manhattan  vState  Hospital,  with  a  census  of 
over  8,000,  his  personal  influence  was  most  decidedly  felt 
throughout  the  entire  system. 

Opportunities  for  Abuse :  Who  shall  say  that  the  head 
of  an  institution  is  the  only  one  that  has  personal  or  pro- 
fessional pride.  The  heads  of  the  departments  are  phy- 
sicians and  this  matter  hinges  on  the  question  of  organi- 
zation of  the  hospital,  personality  of  the  staff,  the  sense 
of  responsibility,  which  may  be  as  great  relatively  in  an 
assistant  as  in  a  superintendent:  for  I  have  found  by 
placing  confidence  and  responsibility  in  my  subordinate 
officers  they  work  with  greater  interest  and  carry  my  in- 
fluence and  authority  to  every  division  of  the  hospital. 
There  are  no  facts  to  bear  out  the  theory  that  abuse  may 
be  greater  proportionately  in  a  large  than  in  a  small  insti- 
tution. Abuse  in  a  large  hospital  would  not  be  as  likely 
to  occur  as  in  a  small  hospital,  the  latter  not  being  under 
continued  observation  of  so  many.  The  reported  abuses 
in  the  large  hospitals  that  are  situated  in  the  proximity  of 
Greater  Xew  York  have  all  been  proven  by  investigation 
as  untrue  and  the  result  of  the  work  of  unprincipled  and 
ambitious  reporters.  In  a  large  hospital  you  have  the 
knowledge  and  the  opinions  of  many  physicians;  the 
larger  the  staff  the  more  interesting  are  the  medical  meet- 
ings, the  more  enthusiastic  the  medical  discussions.  The 
difficulty  at  present  in  securing  a  sufficient  number  of  phy- 
sicians and  employees  is  as  great  in  the  small  as  in  the  larger 
institutions,  if  not  greater.  This  can  only  be  remedied  by 
better  inducements  in  the  matter  of  salaries  and  quarters. 

Statistics:  The  statistics  of  results  in  recoveries,  un- 
less based  on  comparable  conditions,  are  partial.  The 
hospitals  differ  so  much  in  their  relative  diseases  of  a  cer- 
tain kind  that  the  only  valuable  statistics  for  comparison 
would  be  those  dealing  with  an  equal  number  of  cases  of 
one  kind  of  disease. 

This  can  be  readily  seen  by  the  great  variance  in  the 
percentage  of  recoveries  in  the  thirteen  hospitals  for  dif- 
ferent years  take  the  year  ending  September  30,  1906. 
Gowanda  stands  first  with  a  census  of  1,030,  45  per  cent; 
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Willard,  second,  with  a.  census  of  2,312,  35  per  cent;  Mid- 
dletown,  third,  34  per  cent;  then  there  are  three  hospitals 
with  the  same  percentage — Binghamton,  St.  Lawrence' 
and  Long-  Island — 29  percent,  with  considerable  disparity 
in  their  census.  Then  comes  Kings  Park,  28  per  cent; 
Utica,  25  per  cent;  Buffalo  23  per  cent.  Manhattan, 
Rochester  and  Central  Islip  stand  the  same — 22  per  cent; 
while  Poughkeepsie,  alone  by  itself,  at  20  per  cent. 

Now  who  has  a  right  to  say  that  this  is  any  reflection  on 
the  care  and  treatment  of  patients  in  this  hospital  or  that 
the  size  has  anything  to  do  with  it,  for  I  believe  the  pa- 
tients at  Poughkeepsie  receive  as  good  care  and  attention 
as  they  do  in  fxowanda.  It  all  depends  on  the  character 
of  the  patients  received. 

Take  the  admissions  at  Central  Islip  for  the  fiscal  year 
ending  September  30,  1907:  There  were  949  original  ad- 
missions; of  these  119  were  paretics  and  156  deported 
before  receiving  ample  treatment,  leaving  only  674 
for  any  possible  successful  treatment.  (If  I  were  looking 
for  figures  and  could  base  my  percentage  on  that,  it 
would  make  a  very  pleasant  percentage  of  41.) 

Per  Capita  :  The  difference  of  only  18  cents  per  capita 
cost  of  maintenance  between  the  four  largest  and  four 
smallest  hospitals,  as  quoted  for  1907,  is  insignificant  as 
compared  with  the  fluctuations  in  cost  in  any  one  institu- 
tion from  one  year  to  another.  To  get  at  a  fair  per  capita 
cost  we  should  take  at  least  three  years  and  take  only  one 
of  the  largest  hospitals  and  compare  it  with  four  of  the 
smaller  hospitals  whose  combined  census  will  about  equal 
that  of  the  large  hospital,  as  follows: 


Average 
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Hospital 
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Per  Capita 

1905-1906-:19(}7 
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Manhattan  

  4,378 

S169.74 

Central  Islip  
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Long  Island  

  883 

20S.4S 

1S9.99 

Utica  

221.89 

Middletown  

  I,3H 

189.04 

4,323 


202.35 
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Manhattan  State  Hospital,  with  an  average  census  of 
4,378  which  is  55  more  than  the  combined  average  census 
of  the  Long  Island,  Gowanda,  Utica  and  Middletown 
State  hospitals,  had  an  average  per  capita  of  §169.74; 
the  average  per  capita  of  the  four  hospitals  named  was 
$202.35;  a  difference  of  $32.61  in  favor  of  the  large 
hospital. 

Central  Islip  State  Hospital,  with  an  average  census  for 
the  three  years  of  3,820,  had  an  average  per  capita  of 
$159.52;  the  average  per  capita  of  the  four  hospitals  men- 
tioned was  $202.35  *•  the  difference  in  the  average  census 
(503)  would  hardly  account  for  the  difference  in  the  per 
capita,  $42-^3- 

The  calculations  based  on  the  income  which  certain 
hospitals  derive  from  pay  patients  should  not  enter  into 
the  argument,  for  the  financial  condition  of  the  friends 
and  relatives  of  patients  received  in  the  large  hospitals 
situated  around  the  Metropolitan  district  is  different  from 
those  received  up  the  State  and  the  result  is  that  we  have 
very  few  patients  that  are  reimbursing  or  even  furnish 
their  own  clothing. 

It,  as  argued,  the  greater  economy  is  attained  in  a  hos- 
pital of  twice  1.500  patients,  then  why  not  enlarge  the 
hospital  to  3,000  and  over  ? 

Regarding  the  $8.00  difference  in  the  yearly  per  capita 
cost  of  all  institutions  with  a  population  of  less  than  1,500 
and  those  of  over  1,500,  and  ascribing  this  difference  to 
economize  in  the  medical  service,  is  pathetic:  but  I  would 
like  in  defense  to  say  that  during  that  year  I  had  on  an 
average  of  30  to  40  vacancies  in  ward  service  and  5  vacan- 
cies on  the  staff,  with  one  physician  sick  unto  death ;  and  I 
believe  similar  conditions  existed  in  Kings  Park  regarding- 
vacancies  in  the  ward  service.  (This  may  account  for 
part  of  the  $8.00.) 

As  to  the  treatment  of  the  chronic  cases,  I  agree  with 
Dr.  Pilgrim  thoroughly  that  the  interest  in  the  matter  of 
care  and  treatment  should  not  cease  after  leaving  the  acute 
division.  I  also  agree  with  Dr.  Pilgrim  regarding  large 
wards,  but  large  wards  are  no  more  necessary  in  large 
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hospitals  than  in  small.  I  covered  this  subject  in  my 
paper  "Application  of  the  Cottage  System  to  the  New 
Hospital,"  as  read  before  the  Conference  in  January,  1906, 
and  published  in  the  American  Journal  of  hisanity  for 
April,  1907. 

I  do  not  think  that  Dr.  Pilgrim's  second  objection  can 
be  sustained  in  the  metropolitan  district,  as  the  three 
largest  hospitals  draw  all  but  an  insignificant  few  from 
Greater  New  York;  Manhattan  is  in  close  proximity, 
Kings  Park  and  Central  Islip  within  an  hour  and  a  quarter's 
ride  of  New  York.  I  doubt  very  much  if  it  would  be 
feasible,  or  even  possible,  to  get  sites  that  would  be 
accessible  to  Greater  New  York  to  build  enough  hospitals 
of  a  capacity  of  1,500  each — it  would  mean  eight  hospitals 
at  the  present  time  if  the  present  ones  were  reduced. 

My  experience  during  the  last  sixteen  years  has  been  as 
a  superintendent  of  a  hospital  of  300  with  one  assistant  to 
one  of  4,000  with  twenty  assistants,  and  I  must  say  that 
as  the  hospitals  grew  larger  it  became  more  interesting, 
the  medical  enthusiasm  increased  as  the  staff  grew  larger, 
the  general  surroundings  grew  better;  occupations  of 
patients  increased;  industries  started;  amusements  be- 
came more  frequent  and  of  a  better  quality;  and  from  a 
quiet,  sleepy  hamlet  it  became  a  lively,  prosperous  town, 
where  there  is  nothing  insane  except  the  patients. 

In  my  discussion  I  speak  from  the  standpoint  of  the 
patients,  considering  the  best  care  and  treatment  that  can 
be  given  them  with  the  least  cost,  as  we  are  dependent  on 
appropriations  and  are  not  endowed.  This  question  of 
economy  has  become  paramount  with  the  State  and  is 
going  to  continue  as  long  as  we  are  dependent  on  the  tax- 
payers. No  matter  what  argument  we  put  up  that  ques- 
tion will  be  the  principal  one. 

It  is  a  conceded  fact  that  the  per  capita  cost  of  two  per- 
sons living  together  is  cheaper  than  one,  three  than  two, 
and  so  on.  On  this  basis  I  claim  best  results  can  be 
gained  and  the  question  of  economy  satisfied  by  the  con- 
gregating of  large  numbers  in  one  center  or  hospital,  with 
a  proper  classification,  a  sufficient  number  of  qualified 
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assistant  physicians  and  a  perfect  organization; — 5,000 
could  be  treated  just  as  successfully  as  1,500,  for  it  is  only 
a  matter  of  organization  after  you  pass  the  1,000  mark. 

Dr.  Doran:  When  Dr.  Elliott  went  to  Europe  he  left 
some  notes  on  this  subject  which  he  requested  me  to  read 
at  the  conference. 

(Dr.  Doran  read  the  following  paper  for  Dr.  Elliott. 

Mr.  Chairman — The  subject  which  Dr.  Pilgrim  has  so 
lucidly  put  before  us  is  an  important  one,  especially  at 
this  time  when,  in  this  State,  the  construction  of  new  hos- 
pitals is  an  immediate  necessity.  I  have  long  felt  that  the 
practice  which  has  been  followed  of  enlarging  most  of  our 
State  hospitals  until  the  capacity  has  in  a  number  of  them 
reached  from  two  to  three  thousand  is  a  mistake  for  the 
very  reasons  which  Dr.  Pilgrim  has  outlined  in  his  admira- 
ble paper.  I  believe  that  no  institution  for  the  insane 
should  have  more  than  1,500  patients.  As  to  the  differ- 
ence in  cost  of  maintenance,  much  depends  on  the  plan 
and  arrangement  of  the  buildings,  the  degree  of  central- 
ization and  the  general  organization.  Experience  leads 
me  to  concur  in  Dr.  Pilgrim's  view  that,  speaking  gener- 
ally, the  difference  in  the  cost  of  maintenance  between 
hospitals  with  twelve  or  fifteen  hundred  patients  and  those 
with  from  two  to  three  thousand  is  very  slight,  and  is 
more  than  compensated  for  by  the  better  standard  of  care 
which  is  possible  in  the  small  hospitals.  At  Flatbush  for 
five  years  beginning  October  1st,  1901,  the  average  weekly 
cost  per  capita  was  $3.40  and  the  number  of  patients  was 
between  twelve  and  thirteen  hundred.  During  the  same 
period  with  approximately  2,300  patients  each,  the  Hud- 
son River  and  Willard  Hospitals  show  a  weekly  per  capita 
of  $3.56  and  $3.17  respectively.  There  is  only  ten  acres 
of  garden  at  Flatbush  while  the  other  two  hospitals  have 
large  farms.  But  where  the  capacity  is  much  below  1,200 
we  find  the  cost  much  higher,  as  in  the  case  of  Rochester 
and  Gowanda.  The  conditions  at  Willard  are  peculiar,  in 
that  the  various  buildings  are  widely  separated.  In 
addition  to  the  main  building,  which  contains  over  six 
hundred  patients,  there  are  six  groups  widely  separated 


and  each  has  a  capacity  for  280.  Each  group  is  practi- 
cally a  unit  with  its  own  heating  and  kitchen  facilities, 
which  of  course,  makes  it  more  expensive  to  maintain,  but 
noth withstanding  we  have  not  exceeded  the  general 
average  for  the  State.  The  large  farm  which  we  have 
helps  out.  There  can  be  no  doubt  that  the  size  of  the 
farm  and  garden  and  the  quality  of  the  soil  is  a  very  im- 
portant factor  in  connection  with  the  maintenance  of  such 
institutions.  It  is  also  important  as  regards  the  standard 
of  care.  We  have  no  difficulty  at  Willard  in  finding  plenty 
of  employment  for  our  patients  and  the  quality  of  the 
food,  especially  the  vegetables,  fresh  fruit  and  milk,  is 
undoubtedly  superior  to  that  in  institutions  which  have  to 
purchase  these  articles  of  diet.  Superintendents  in  all 
cases  should  be  medical  directors  and  should  be  in  close 
touch  with  all  the  wards  and  everything  appertaining  to 
care  and  treatment.  This  is  rendered  exceedingly  diffi- 
cult, if  not  impossible,  in  the  large  hospitals,  and  in  con- 
sequence it  seems  to  be  necessary  in  some  places  to  have 
a  number  of  men  on  the  same  staff  designated  as  medical 
and  clinical  directors. 

Dr.  Pilgrim  refers  to  a  writer  having  said  that  "  The 
institution  is  the  portrait  of  the  Superintendent,"  but  the 
system  is  such  now,  in  this  State  at  least,  that  it  would  be 
more  correct  to  say  that  our  institutions  are  composite 
portraits  of  State  Architects,  Lunacy  Commissioners, 
Managers  and  Superintendents.  A  very  important  point 
made  by  Dr.  Pilgrim  is  his  objection  to  large  hospitals  on 
the  ground  that  they  necessitate  large  districts  which  is 
alike  bad  for  patients  and  relatives.  We  have  a  striking 
example  of  this  at  Willard  where  in  a  large  number  of 
cases  the  distance  to  the  hospital  is  so  great  that  relatives 
are  unable  to  bear  the  expense  of  the  journey  and  would 
be  unable  in  any  event  to  get  home  the  same  day.  The 
St.  Lawrence  hospital,  which  I  believe  gets  the  bulk  of 
its  patients  from  the  city  of  Syracuse,  is  another  glaring 
example  of  the  evils  of  faulty  location.  In  the  light  of 
our  present  knowledge  I  consider  it  a  crime  against 
humanity  to  establish  new  hospitals  in  isolated  districts, 
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far  removed  from  the  centers  of  population,  and  Lunacy 
Commissioners,  Managers  and  Superintendents  should 
unite  to  combat,  with  all  their  soul  and  with  all  their 
might,  the  construction  of  new  institutions  in  such 
localities. 

Dr.  Meyer:  I  rise  with  conflicting  feelings.  On  the 
one  hand  I  know  that  it  is  almost  impossible  to  meet  the 
contradictory  figures  and  estimates  that  have  been  fur- 
nished us  in  the  papers  heard  to-day.  On  the  other  handr 
I  know  that  I  personally  can  not  very  well  touch  all  those 
matters  which  I  should  like  to  adduce  to  give  strength  to 
the  argument  that  I  would  like  to  make,  because  it  is  so 
hard  to  give  expression  to  some  things  without  using  words 
which  are  open  to  unwelcome  misinterpretation. 

The  first  thing  seems  to  be  not  so  much  ''can  it  be 
done?"  but  rather  "would  it  better  be  done  one  way 
or  the  other?"  It  seems  to  me  that  the  prevailing  senti- 
ment has  been  toward  attaining  economy  by  a  method 
which  should  not  be  applied  wholesale,  that  is  the  forma- 
tion of  large  corporations:  What  are  the  advantages, 
that  we  are  to  look  for? 

It  seems  to  me  that  more  attention  is  paid  to  providing 
for  the  existing  type  of  institution  than  to  the  actual 
problem  of  insanity  and  its  real  management.  The  pres- 
ent system  of  institutions  has  grown  out  of  the  almshouse 
principle  of  herding  the  needy  together,  and  out  of  com- 
promises on  the  part  of  the  physicians  who  developed 
the  asylum  standards.  But  our  duties  are  beginning  to 
change  and  they  demand  more  work  m  prevention;  and 
more  work  in  the  community;  work  at  the  root  of  the  evil; 
and  the  demands  of  that  change  of  policy  make  me  speak 
in  favor  of  smaller  institutions  in  smaller  districts  rather 
than  of  larger  institutions. 

A  large  institution,  from  all  we  have  heard,  is  efficient 
if  you  split  it  up  into  enough  small  units.  Even  in  mod- 
erately large  institutions  you  have  to  make  smaller  units 
in  order  to  obtain  efficiency;  in  larger  institutions  we 
practically  arrive  at  the  formation  of  great  office  forces. 
A  condition  is  created  which  I  think  is  an  inevitably  in- 
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herent  consequence  of  the  system.  Decisions  concerning 
the  patients  and  concerning  essential  details  of  the  man- 
agement are  then  made  very  largely  on  hearsay  evidence, 
and  only  on  more  or  less  distant  impressions.  Matters 
for  investigation  crowd  upon  each  other  and  are  then  ex- 
ceedingly difficult  to  settle  with  absolute  efficiency,  at 
least  from  the  patient's  point  of  view.  Large  institutions 
create  conditions  which  take  away  the  incentive  of  inter- 
est, arising  out  of  the  possibility  of  decision  and  of  right- 
ing things,  from  the  one  who  sees  the  things  himself 
directly  and  has  to  do  the  things,  and  knows  best  what 
stuff  he  works  with. 

To  be  sure  the  results  largely  depend  on  the  man  who  is 
at  the  head.  I  know  that  things  are  excellently  done  as 
far  as  is  possible  within  human  power,  but  I  do  believe 
that  human  power  is  incapable,  when  working  by  these 
methods,  of  doing  what  is  most  needed  in  the  best  way. 
It  is  well  enough  done  perhaps,  but  hardly  in  the  best  way, 
when  the  right  of  decision  on  a  good  many  things,  and  the 
chance  to  follow  them  through  to  success,  is  taken  away 
from  the  one  who  has  to  do  the  work  and  who  is  most  in- 
tensely interested  in  the  outcome  of  that  which  he  has  in 
hand.  One  man  certainly  can  make  a  strong  impression 
on  the  whole  system,  as  in  the  instance  cited  by  Dr. 
Smith,  and  I  am  convinced  just  as  often,  and  perhaps 
oftener  to  the  advantage  of  the  whole  thing  than  the 
reverse.  Yet,  if  the  impression  which  he  makes  should 
result  in  a  lowering  of  standards  it  need  not  be  out  of 
lack  of  qualification  of  the  man,  nor  out  of  lack  of  inter- 
est, but  simply  out  of  the  psychological  fact  of  human 
limitations  and  out  of  the  unfitness  of  the  principle  ef  ex- 
cessive consolidation  in  matters  where  the  burden  lies  in 
efficiency  of  details.  I  have  a  keen  appreciation  of  the 
tremendous  burden  and  the  excellent  way  in  which  the 
men  who  have  to  meet  it  handle  it  in  our  large  institu- 
tions. I  have  the  fullest  admiration  for  them.  But  I  say 
they  are  working  under  disadvantages  and  the  disadvant- 
ages lie  in  the  psychological  fact  that  I  have  mentioned, 
and  it  would  not  be  so  difficult  to  demonstrate  from  the 
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experience  of  any  one  of  us  that  excessive  consolidation 
is  as  a  rule  prejudicial. 

The  tendency  towards  creation  of  large  corporations 
comes  from  the  business  world.  The  business  world  has 
a  different  problem  on  hand  from  that  in  the  hospitals  for 
the  insane.  A  business  concern  must  have  men  at  the 
head  who  take  chances,  and  who  take  hold  of  things  at  a 
moment's  notice.  Hospitals  will  need  to  do  that  if  we  are 
in  politics,  but  only  if  we  are  in  politics.  Then  we  would 
need  to  have  special  time  and  special  chances  of  energy 
allotted  to  every  superintendent  to  look  out  for  his  hospi- 
tal, and  then  of  course  it  would  be  extremely  necessary 
that  everything  should  be  done  to  organize  things  so  that 
these  men  shall  be  as  independent  as  possible  of  the 
actual  work  of  the  institution. 

I  was  very  much  interested  in  what  Mr.  Bielohlawek  in 
Vienna  said  with  regard  to  the  2,300-patient  institution 
that  they  had  just  built.  He  says  that  it  is  the  last  insti- 
tution of  the  sort  that  they  will  construct,  because  they 
have  too  many  high-salaried  men  to  do  the  work  of  super- 
vising, who  eliminate  themselves  from  the  actual  work  to 
a  very  large  extent.  Everything  tends  to  show  that  the 
principle  used  in  the  army  is  a  good  one,  that  of  reducing 
the  size  of  self-supporting  and  self-commanding  units. 
It  interests  me  very  much  to  see  that  in  the  European 
armies  instead  of  having  the  regiment  or  the  battalion  as 
a  unit  they  have  come  down  to  having  the  company  as  a 
unit,  as  it  is  the  only  thing  that  works  well  for  self-govern- 
ment, and  as  a  unit  supporting  itself  and  organizing  itself 
for  the  proper  execution  of  the  orders  from  above.  This 
is  simply  evidence  in  favor  of  the  fact  already  stated,  that 
institutions  and  even  large  institutions  will  be  efficient 
only  if  they  have  enough  subdivisions  that  are  competent. 

Austria  is  considering  the  construction  of  new  institu- 
tions but  none  will  be  of  the  type  of  Steinhof ;  this  is  not 
merely  for  the  sake  of  economy  (they  were  willing  to 
spend  $6,000,000  for  an  institution  with  2,300  beds),  but 
for  the  sake  of  efficiency  of  administration  in  the  broad 
sense,  and  for  the  sake  of  doing  the  most  for  each  patient. 
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Our  ability  to  get  good  physicians  to  my  mind  is  de- 
pendent not  only  on  the  salaries  and  the  quarters;  it  is 
also  dependent  on  the  spirit  of  the  superintendent,  and 
the  arrangement  of  the  hospitals  in  general.  One  of  the 
principal  reasons  why  men  do  not  want  to  go  into  institu- 
tions is  that  they  do  not  see  enough  positions  ahead  with 
the  desirable  autonomy;  they  see  no  prospects  of  working 
up  toward  a  position  where  they  have  the  possibility  of 
deciding  things  and  doing  things  where  they  are  actually 
at  work,  with  sufficent  independence.  This  was  one  of 
the  principal  reasons  why  I  at  first  never  thought  of  going 
into  a  State  hospital,  and  I  am  sure  that  it  is  a  thing  which 
keeps  out  a  good  many  men  whom  we  might  perhaps 
otherwise  be  able  to  get.  They  do  not  want  to  go  into  a 
system  that  keeps  so  many  in  unnecessarily  subordinate 
positions.  This  can  perhaps  be  avoided  even  in  large 
hospitals;  but  it  is  difficult  unless  we  use  very  different 
principles  from  those  in  vogue  now.  If  we  have  more 
hospitals  there  will  be  more  superintendencies  not  so 
largely  administrative,  and  more  chances  to  reach  a  posi- 
tion which  would  be  desirable,  even  if  the  salaries  should 
be  smaller. 

I  do  not  expect  that  my  argument  will  be  as  impressive 
as  that  with  figures.  We  have,  however,  heard  figures 
contradicting  each  other  on  every  possible  point.  We 
know  what  that  means;  even  the  figures  are  an  extremely 
hard  thing  to  size  up.  Even  such  a  question  as  efficient 
economy  in  purchasing  is  a  very  difficult  thing  to  settle,. 
If  you  go  into  the  details  of  every  purchase  you  can  usu- 
ally find  out  that  there  was  some  cause  for  every  fluctua- 
tion; hence,  mere  figures  will  not  do.  The  psychological 
issue  of  what  it  is  possible  for  one  man  to  do,  I  think,  is 
fully  as  important  a  point,  although  rather  difficult  to 
handle.  I  think  there  are  some  reasons  why  we  should 
acknowledge  that  there  are  limitations  to  any  one  man; 
and  limitations  to  a  system  which  damages  interest  at  the 
point  of  medical  efficiency,  and  damages  keenness  of  in- 
terest in  what  is  needed  for  the  ultimate  preponderance  of 
prophylaxis  over  mere  herding  together  of  huge  numbers 
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of  patients.  There  are  exceptional  men  in  exceptional 
places.  But  the  principle  under  discussion  is  not  that 
of  defense  and  generalization  of  exceptions,  but  the 
question:  What  will  be  most  conducive  to  efficiency  and 
real  progress? 

Mr.  Manro:  I  think  that  as  much  good  can  be  derived 
in  large  institutions  as  in  small,  but  feel  that  small  build- 
ings are  much  more  efficient  than  large.  I  favor  the 
colony  system  in  the  rural  districts,  as  the  results  ob- 
tained at  Willard  seem  to  be  better  in  the  small  buildings 
holding  about  thirty  patients,  there  is  less  noise,  and  the 
recoveries  seem  greater  than  in  the  large  buildings. 
After  visiting  Gowanda  State  Hospital  which  has  a  capac- 
ity of  about  1,000  patients,  it  seems  to  me  that  in  many 
ways  a  hospital  of  this  size,  except  in  the  case  of  New 
York  city,  is  more  adequate  to  the  needs  of  the  insane. 

Dr.  Lamb:  It  seems  to  me  that  if  any  of  our  friends 
from  the  metropolitan  district  were  invited  to  lay  out  an 
ideal  system  of  hospital  buildings  for  some  other  State  or 
country  situated  pretty  much  as  New  York  is,  that  they 
would  not  map  out  exactly  the  same  system  that  is  now 
used  in  New  York.  I  think  that  the  present  system  there 
has  arisen  from  expediency,  and  is  not  an  ideal  system  at 
all.  I  think  that  none  of  us  will  plead  it  as  an  ideal  sys- 
tem. Superintendents  of  large  hospitals  near  New  York 
testify  for  existing  conditions.  It  seems  to  me  that  most 
of  the  hospital  construction  and  organization  has  been 
done  haphazard,  without  much  forethought  or  system.  It 
would  appear  far  better  to  devise  a  comprehensive  scheme, 
having  the  ideal  always  in  mind,  and  deviating  for 
economic  reasons  as  little  as  possible.  Perchance  our 
deliberation  of  to-day  may  lead  to  the  formation  of  some 
positive  opinion  relative  to  the  proper  size  of  hospitals 
for  the  insane,  including  those  adjacent  to  large  cities. 

I  think  that  institutions  in  the  metropolitan  district  will 
necessarily  be  larger  than  those  in  outlying  districts. 
But  if  we  go  to  the  size  of  the  institutions  laid  out  by  the 
London  County  Council  for  the  metropolitan  system  of 
London,  we  find  that  2,500  patients  is  fixed  as  the  maxi- 


335 


mum  size  for  those  institutions,  new  ones  at  Claybury, 
Bexley  and  Horton  Manor  being  so  planned.  But  as  I 
understand  it,  this  size  was  not  fixed  on  under  the  direc- 
tion of  the  medical  authorities,  but  under  the  direction  of 
the  London  County  Council,  largely  for  economic  reasons. 

It  seems  to  me  that  without  restriction  the  consolidations 
may  go  on  indefinitely.  If  they  are  good  up  to  four  or 
five  thousand  patients,  there  really  would  not  be  much  of 
any  reason  why  the  entire  population  in  the  metropolitan 
district  could  not  be  put  in  one  institution  just  as  well  as 
in  three  or  four.  Now  I  do  not  believe  it  is  possible  for 
any  one  man  to  impress  good  into  any  great  number  of 
people,  that  is  in  an  individual  way,  so  that  he  has  an  in- 
dividual contact  with  each  and  every  one  of  them,  and 
they  have  an  individual  respect  by  reason  of  that  contact. 
It  is  out  of  the  question  in  a  population  running  into 
thousands.  It  is  interesting  to  know  that  in  this  State 
there  has  been  practically  passed  on  the  number  of  patients 
that  one  man  could  know  intimately.  It  has  occurred  in 
the  case  of  the  criminal  insane,  where  possibly  the  personal 
contact  has  to  be  more  intimate  than  in  a  civil  institution, 
not  only  for  reasons  medical  but  for  reasons  custodial,  and 
this  seems  to  have  been  fixed  at  approximately  750. 

The  erection  of  the  Dannemora  institution  was  under- 
taken on  this  basis,  and  strangely  enough,  on  the  other 
side  of  the  water,  in  England,  we  see  practically  the  same 
number  fixed  by  the  English  authorities,  working  entirely 
separately  and  without  knowledge  of  what  was  going  on 
in  New  York  State.  So  we  find  two  leaders  in  the  care 
of  the  criminal  insane  coming  practically  to  the  same 
understanding  as  to  the  number  of  criminal  lunatics  that 
one  man  can  know  and  properly  handle.  This  fixes 
reasonably  the  limit  of  capacity  in  the  average  individual. 
There  may  be  exceptions  who  could  know  all  their  patients 
if  the  number  was  doubled,  but  they  are  few  and  far  apart. 
Among  criminal  lunatics,  from  750  to  1,000  is  as  large  a 
population  as  one  man  can  possibly  know  intimately.  If 
we  assume  that  the  close  observation  used  in  criminal 
cases  is  unnecessary  with  the  civil  insane,  it  would  seem 
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that  a  population  fifty  per  cent  larger  might  be  cared  for 
by  a  civil  hospital.  Beyond  this  number  the  superintend- 
ent loses  individual  knowledge  of  both  patient  and 
employee,  with  a  resultant  disadvantage  to  each  class. 

Dr.  Howard:  In  1906  the  Rochester  State  Hospital 
more  than  doubled  its  population  with  a  decrease  of  about 
ten  dollars  in  the  annual  per  capita  cost  for  salaries  and 
wages  and  an  increase  of  about  $6.00  in  the  annual  per 
capita  cost  for  other  items  of  maintenance.  In  1907,  the 
first  full  year  of  the  larger  hospital  with  its  more  modern 
equipment,  showed  a  gain  of  nine  per  cent  in  the  ratio  of 
those  discharged,  "recovered,"  and  "improved,"  of 
those  admitted  on  original  commitments. 

The  following  table  shows  the  record  of  the  hospital  for 
the  ten  years  from  1898  to  1908,  and  demonstrates  that 
only  small  differences  resulted  from  doubling  the  popu- 
lation with  the  single  exception  of  the  gratifying  results 
of  better  structural  facilities  for  the  care  and  treatment  of 
presumably  recoverable  cases,  and  not  from  any  special 
renewal  of  medical  work  on  the  part  of  the  superintendent 
of  the  institution. 


Year 

Original 
Commitments 

Daily  Average 
Population 

Annual  Per  Capita 
Cost  Salaries  and 
Wages 

Annual  Per  Capita 
Cost  Maintenance 
other  than  Salaries 
and  Wages 

Per  Cent  of  Original 
Commitments  "Dis- 
charged Recovered 
and  Improved. 

Per  Cent  of  Average 
Daily  Population 
Discharged  Recov- 
ered and  Improved 

Per  Cent  of  Original 
Commitments  Dis- 
charged Recovered 

1898 

183 

553 

$  99.85 

§  108.18 

44% 

15% 

33% 

1899 

207 

563 

98.90 

106.16 

49% 
46% 

18% 

23% 

1900 

206 

555 

88.45 

114.16 

17% 

25% 

1901 

208 

565 

88.14 

114.15 

47%. 

17% 

26% 

1902 

228 

605 

78.71 

103.21 

48% 

18% 

27% 

1903 

245 

656 

74.29 

113.05 

44% 

16% 

34% 

1904 

223 

687 

85.41 

110.85 

43%' 

14% 

23% 

1905 

268 

766 

90.36 

112.37 

44% 

15% 

21% 

1906 

308 

1242 

78.10 

118.14 

43% 

11% 

22% 

1907 

276 

1283 

80.35 

117.86 

52# 

11% 

25% 

Mr.  Chairman:  Dr.  Granger,  who  rendered  valuable 
service  to  the  State  for  many  years,  on  the  staff  of  Buffalo 
State  Hospital,  has  read  Dr.  Pilgrim's  paper  and  I  think 
has  some  discussion  to  add  to  our  symposium. 
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Dr.  Granger:  I  have  always  been  a  believer  in  the 
fundamental  principles  and  the  greater  value  of  the  reso- 
lutions of  185 1  and  1866.  However,  I  am  forced  to  admit 
that  they  are  impracticable  in  application  for  they  meant 
county  care  and  would  mean  it  to-day.  We  are  forced  to 
have  larger  institutions.  The  questions  are :  What  shall 
be  the  limit  in  numbers,  and  how  shall  we  keep  for  these 
larger  institutions  the  advantages  of  the  smaller  ? 

I  was  brought  up  in  an  institution  of  400  patients,  with 
a  yearly  admission  of  over  100  per  cent  of  our  population 
for  men  and  about  80  per  cent  for  our  women,  a  very 
rapid  movement.  I  left  the  hospital  with  a  very  limited 
knowledge  of  terminal  insanity  and  of  the  great  problems 
concerning  its  care.  I  have  learned  something  of  these 
questions  and  I  know  if  we  are  to  have  State  Care  we 
must  have  large  hospitals. 

Dr.  Andrews,  my  superintendent,  made  it  a  rule  to 
admit  every  patient  and  if  not  he  read  the  history  and 
visited  the  patient,  he  frequently  saw  the  patient  and 
associated  himself  with  the  assistants  in  the  care  and  treat- 
ment. Everyone  worked  in  conjunction  with  our  super- 
intendent, we  worked  with  him  and  not  apart  from  him. 
I  can  not  but  believe  this  was  ideal.  Here  was  a  man  of 
great  strength  of  mind  and  vigor  of  body,  carrying  on  the 
administrative  work  and  the  work  of  the  wards,  and 
bringing  them  into  harmonious  action.  He  could  have 
done  this  with  some  increase  in  numbers,  but  the  limit 
would  soon  have  been  reached  and  the  active  ward  work 
given  up.  The  loss  of  this  intimate  work  on  the  ward, 
associated  with  the  staff  and  nurses,  is  one  of  the  greatest 
drawbacks  in  large  institutions. 

I  think  we  have  lost  in  permanency  of  service,  in  chang- 
ing from  small  to  larger  institutions.  In  the  eight  years 
I  was  at  Buffalo  we  had  a  small  staff,  a  superintendent 
and  two  assistants.    There  was  but  one  change. 

We  know  that  at  Utica  the  staff  remained  a  very  fixed 
body  until  they  graduated  as  superintendents,  and  you  see 
them  here  to-day  or  they  went  to  like  positions  in  other 
States. 
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At  Poughkeepsie  there  were  few  changes  in  the  staff, 
while  the  institution  was  small,  and  the  same  was  true  of 
other  hospitals.  Small  hospitals  gave  greater  permanency 
in  the  service  of  the  staff.  In  the  three  years  I  have  been 
a  manager  at  Poughkeepsie,  with  a  staff  of  fourteen,  there 
have  been  nine  changes.  This  is  also  more  or  less  true  of 
the  other  hospitals. 

I  think  I  can  read  why  this  is  true,  but  the  question  is 
too  broad  for  a  full  discussion. 

If  we  compare  our  large  State  institutions  with  the 
smaller  semi-private  institutions  of  the  Eastern  States  we 
must  be  convinced  that  these  smaller  institutions,  as  a 
rule,  attract  and  keep  men  of  somewhat  higher  profes- 
sional attainments  or  develop  them  so  as  to  bring  better 
results.  The  output  of  trained  psychical  work  from  these 
smaller  institutions  is  not  duplicated  by  our  larger  State 
institutions.  When  we  wish  a  head  for  our  Pathological 
Institute  we  go  to  one  of  those  semi-private  hospitals. 
The  reason  is  plain.  Dr.  Mabon  said  the  smaller  institu- 
tions do  not  have  the  material.  They  have  all  the  material 
needed.  But  in  these  smaller  institutions  the  superin- 
tendent is  in  closer  contact  with  the  scientific  work  and  the 
clinical  ward  work,  closer  to  his  staff,  nurses  and  patients. 
The  staff  is  freer  from  the  daily  grinding  work  of  our 
State  institutions,  and. so  are  given  a  greater  opportunity 
for  the  development  of  the  scientific  side  of  psychiatry. 

We  must  have  capable  and  ambitious  young  men  or 
women  in  our  large  institutions  placed  in  charge  of  several 
hundred  chronic  and  hopeless  insane,  but  this  can  not  and 
does  not  stimulate  the  scientific  spirit  nor  work  for  per- 
manency in  service. 

The  State  is  to  be  congratulated  upon  the  Psychiatric 
Institute,  for  the  inter-institutional  conferences  and  for 
the  staff  meeting  and  for  the  careful  and  faithful  work  that 
daily  and  hourly  is  done  by  the  assistants.  It  is  so  far  in 
advance  of  anything  I  knew  in  my  younger  days  that  I 
have  nothing  but  praise,  but  it  is  not  done  because  the 
institutions  are  larger.  It  is  done  because  the  times 
demand  it  and  after  all  is  better  accomplished  in  the 
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smaller  than  in  the  larger  institutions.  This  is  our  loss, 
and  our  duty  is  to  correct  this  loss. 

I  have  often  thought  how  discouraging  it  must  be  to  our 
Psychiatric  Institute,  to  the  Commission  and  the  superin- 
tendents to  train  the  young  men,  have  them  return  to  the 
institutions  and  then  have  them  leave  because  we  can  not 
offer  inducements  to  remain. 

There  is  not  a  superintendent  of  our  State  that  has  been 
invited  to  go  to  one  of  the  smaller  semi-private  institutions 
that  has  refused  the  offer,  and  there  are  none  that  would 
return  to  our  huge  institutions.  And  from  what  has  been 
said  to  me  by  more  than  one  superintendent  upon  the 
question  of  leaving  and  establishing  a  truly  private  hos- 
pital, not  one  of  you  would  refuse  an  offer  to  a  semi- 
private  institution.  And  if  you  analyze  it  you  will  find 
the  inducement  is  not  greater  comfort,  but  because  it  will 
free  you  from  so  much  administrative  work,  give  you 
clinical  work  on  the  wards  and  allow  you  to  keep  in  close 
contact  with  the  scientific  progress  of  our  specialty. 

So  I  think,  with  the  growth  of  our  institutions,  we  have 
lost  some  of  the  greater  truths  of  the  resolutions  of  185 1 
and  1866,  and  the  smaller  institutions  have  kept  them  and 
proved  their  greater  value. 

As  we  must  have  these  large  institutions,  what  can  we  do 
to  relieve  the  superintendent  and  the  staff  from  the  grind  r 

To  relieve  the  superintendent  and  staff  there  should  be 
a  larger  and  better  paid  and  trained  clerical  assistance, 
more  capable  and  expert  assistance  in  the  steward's 
department  and  possibly  a  lay  administrator,  under  the 
superintendent.  A  competent  and  well  paid  superintend- 
ent of  nurses,  with  assistant  in  the  larger  institutions. 
Much  of  the  care  and  oversight  of  a  large  number  of  the 
chronic  insane  could  be  left  to  trained  and  well  paid 
laymen  and  women.  As  the  telephone  has  been  made  a 
servant  and  made  the  large  institution  possible,  so  the 
automobile  should  be  brought  into  the  service,  and  lastly 
there  should  be  a  clinical  head,  under  the  superintendent, 
freed  from  all  administrative  care.  I  do  not  believe  these 
suggestions  impossible,  and  the  result  will  be  the  lessen- 
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ing"  of  administrative  and  lay  work  on  one  hand,  and  more 
time  for  ward  and  professional  work. 

There  have  been  many  statistics  given  to-day  and  with 
vour  permission  I  will  add  to  them. 

I  have  been  interested  in  the  training  schools.  The 
statistics  I  have  seem  to  show  that  the  smaller  institutions 
are  more  successful  in  gaining  pupils  and  keeping  gradu- 
ates. The  figures  are  taken  from  the  last  report  of  the 
Charities  Aid  and  I  assume  them  to  be  correct. 

Ratio  of  Pupils  in  Training  Schools  of  the  State  Hospitals 
to  the  Total  Number  of  all  Nurses  Except  Graduates 
Employed  on  Wards. 


Name  of 
Institution 

Total  Employed  on 
Wards 

Graduates  of  Train- 
ing Schools 

All    Nurses  not 
Graduates  includ- 
ing those  in  Train- 
ing School 

Pupils  in  Training 
School 

Ratio    in  Training 
School  to  total  of 
non-graduates 
Employed 

182 

89 

93 

42 

45£ 

107 

17 

90 

33 

36£ 

99 

« 

82 

23 

282 

Buffalo  

231 

69 

162 

39 

Utica  

166 

47 

119 

47 

26% 

206 

51 

155 

41 

St.  Lawrence  

251 

43 

208 

47 

22% 

Middletown  

156 

30 

126 

24 

Willard  

289 

59 

230 

42 

Kings  Park  

361 

53 

308 

50 

16% 

Manhattan  

493 

124 

369 

54 

u% 

Hudson  River  

334 

56 

278 

34 

12% 

Central  Islip  

402 

74 

328 

34 

11% 

Ratio  of  Graduates  and  Pupils  to  Total  Ward  Service. 

(From  Fifteenth  Annual  Report  State  Charities 
Aid  Association.) 

Rochester   71  per  cent 

Utica   46  per  cent 

Buffalo   46  per  cent 

Gowanda   46  per  cent 

Binghamton   44  per  cent 

Long  Island    40  per  cent 

Manhattan   36  per  cent 

St.  Lawrence   35  per  cent 

Willard   34  per  cent 

Middletown   34  per  cent 

Kings  Park   28  per  cent 

Central  Islip   27  per  cent 

Hudson  River   26  per  cent 
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Let  me  call  your  attention  to  the  ratio  in  training  school 
to  total  non-graduates  employed.  Rochester  heads  the 
list  with  45  per  cent  of  non-graduates  in  training  school. 
This  is  followed  by  Gowanda,  Long  Island,  Buffalo,  Utica, 
Binghamton,  St.  Lawrence,  Middletown  and  Willard  in 
order.  The  last  has  but  18  percent;  then  Kings  Park,  16; 
Manhattan,  14;  Hudson  River  12  and  Central  Islip  11  per 
cent.  Moreover  Rochester,  with  93  non-graduates,  has  52 
in  training  school.  Kings  Park,  308  to  50;  Manhattan, 
369  to  54;  Hudson  River,  278  to  34,  and  Central  Islip,  328 
to  34.  Again  Rochester,  with  182  nurses  and  attendants, 
has  89  graduates;  Kings  Park,  361  and  53;  Manhattan, 
492  and  12,  and  Hudson  River,  334  and  56;  Central  Islip, 
402  and  74. 

The  ratio  of  graduates  to  all  employed  on  the  ward  runs 
from  71  per  cent  in  a  smaller  institution  to  26  percent  in 
one  of  the  largest. 

Now  I  can  read  these  figures  but  in  one  way.  We  do 
not  have  the  opportunity  as  had  Andrews  to  hire  every 
nurse  and  employee,  and  know  and  watch  them  and  to 
weed  out  the  poor  and  keep  and  stimulate  the  better 
nurses.  I  know  the  superintendent  where  I  am  a  mana- 
ger can  not  do  it  and  I  know  that  his  zeal,  and  that  of  the 
superintendents  of  our  large  institutions  is  no  less  than  is 
that  of  small  institutions.  It  is  all  a  question  of  oppor- 
tunity, so  the  training  school  flourishes  in  the  smaller  in- 
stitutions; something  lost  and  not  found  as  the  institution 
is  larger. 

Mr.  President,  how  does  the  medical  profession  view  our 
large  institutions  ?  I  live  in  a  county  that  has  500  patients 
in  one  of  these  large  institutions,  or  one  in  five  of  the 
population.  I  am  well  acquainted  with  the  profession  in 
my  county,  and  I  tell  you  I  have  to  take  it.  There  is  con- 
stant criticism,  because  the  institution  is  so  large,  that  is 
all.  And  I  am  sorry  to  say  there  is  an  unfavorable  com- 
parison between  it  and  a  semi-private  institution  in  the 
county.  This  is  entirely  for  the  reason  that  the  institution 
is  small,  and  when  they  visit  they  see  the  superintendent 
and  know  all  about  the  patient.     "  No",  they  say,  "  I  don't 
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want  to  send  my  patients  up  there,  they  are  lost  in  the 
crowd.  Three  or  four  of  us  having  cared  for  a  patient,  one  of 
us  visits,  and  we  can't  see  the  superintendent,  or  if  we  do 
he  knows  nothing  of  our  patient;  he  can't,  the  place  is  too 
big.  We  find  no  fault  with  him  ;  we  know  he  is  thoroughly 
capable ;  we  see  a  young  man,  fine  young  fellow,  he  gives 
us  a  few  minutes  and  a  few  technical  terms  we  don't  under- 
stand; we  are  rinding  no  fault,  but  your  place  is  too  big. 
Delighted  to  know  of  the  pathological  laboratory,  the 
scientific  work,  and  your  conferences;  but  I  want  my 
patient  cured.    What  are  your  results  ?  " 

Then  they  say,  every  once  in  a  while,  these  young  men 
leave  the  institutions  and  settle  in  our  cities  or  villages. 
They  say  these  young  men  are  not  as  good  diagnosticians 
as  men  in  general  practice  of  their  own  age,  and  lack  self- 
confidence,  and  they  need  help  in  their  easy  cases;  they 
are  not  helpful  in  insanity  cases  in  private  houses;  they 
are  too  scientific  and  not  practical,  and  pay  too  little  atten- 
tion to  accompanying  physical  conditions.  These  faults 
are  ascribed  to  the  size  of  the  institution,  administrative 
care,  and  treating  too  large  a  number.  They  smile  when 
the  young  man  boasts  of  how  many  hundred  he  had  in 
charge. 

With  instruction  in  the  schools  and  with  greater  experi- 
ence, patients  in  the  early  stage  are  sent  less  and  less  to 
institutions.  I  have  been  surprised  at  the  number  of 
patients  treated  at  home  and  in  the  general  hospitals.  If 
they  are  sent  away,  the  semi-private  is  the  first  choice,  the 
private  second  choice  and  the  State  last.  These  men  are 
very  active  in  treatment,  much  medicine  is  used,  every 
accompanying  ailment  is  treated,  massage,  electricity, 
hydrotherapy,  mental  therapeutics  and  open  air  are  fully 
tried.  All  sorts  of  specialists  are  called  in  and  strange 
opinions,  to  us  at  least,  are  expressed;  but  with  the 
specialist,  the  neurologist  comes  next  to  the  last,  and  last 
and  seldom  the  alienist. 

They  have  the  idea  that  these  things  are  not  done  at  the 
State  hospitals,  because  they  are  too  large  and  the  staff  too 
small  and  too  much  occupied  by  other  duties.    They  claim 
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we  are  not  hospitals  and  have  no  structural  means  for  care 
of  the  sick  and  the  acute  insane.  Cleanliness,  order  and 
organization  do  not  count,  because  they  have  it  in  their 
hospitals,  but  they  say  we  do  not  have  to  give  a  moment 
to  see  it  is  done.  And  they  see  the  same  order  and  clean- 
liness in  the  semi-private  hospitals.  It  is  not  the  medical 
staff,  nor  the  perfectness  of  the  organization  they  object  to, 
it  is  the  size,  overcrowding  and  too  much  executive  work„ 

I  have  set  this  forth  to  show  that  the  opinion  of  our 
medical  brethren  is  that  our  institutions  are  too  large  and 
so  cease  to  be  hospitals. 

Dr.  Wagner:  It  seems  to  me  that  the  very  excellent 
arguments  that  we  have  heard  on  both  sides  of  this  ques- 
tion go  a  long  way  to  prove  the  old  statement  that  you 
can  prove  both  sides  of  any  question  by  statistics.  We 
certainly  have  a  great  array  of  statistics  offered  by  those 
in  favor  of  the  large  hospitals,  and  we  have  equally  strong 
statistical  data  in  favor  of  the  smaller  hospitals. 

I  was  greatly  impressed  by  two  thoughts  that  I  had  dwelt 
on  myself  before  I  heard  them  expressed  by  Dr.  Lamb  and 
Dr.  Granger.  The  first  was  that  it  is  simply  impossible 
for  a  superintendent  to  know  even  a  majority  of  the  pa- 
tients if  there  are  two  or  three  or  four  thousand  in  the  in- 
stitution. The  other  idea  which  Dr.  Granger  touched  upon 
has  been  brought  home  to  me  very  forcibly,  and  that  is  in 
regard  to  the  employees.  Some  years  ago  when  we  had  a 
thousand  patients  I  knew  practically  every  employee  on 
our  roll  personally,  and  I  was  able  to  measure  the  abilities 
and  the  value  of  the  services  rendered  by  almost  every 
employee.  Now  that  we  have  over  two  thousand  patients 
we  not  only  have  a  much  larger  force  of  employees,  but 
we  find  that  these  employees  change  rapidly  and  that 
there  are  a  great  many  men  in  our  employ  that  I  scarcely 
know  even  by  sight;  much  less  do  I  know  about  their 
personal  qualifications  for  the  care  of  patients. 

An  idea  that  has  occurred  to  me  in  connection  with  the 
arguments  as  to  size,  so  far  as  hospitals  in  the  country  are 
concerned,  is  this,  that  there  should  be  more  hospitals  and 
not  such  large  hospitals,  for  the  reason  that  if  there  are 
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more  hospitals  scattered  through  the  State  the  patients' 
friends  find  it  possible  to  visit  them  more  often.  Not  only 
is  a  patient  cheered  by  such  visits,  but  the  physicians  in 
charge  of  the  patients  are  enabled  to  see  and  talk  with  the 
friends  and  obtain  data  in  regard  to  the  histories  of  the 
cases  that  are  often  extremely  valuable  in  the  treatment 
and  particularly  in  making  diagnoses. 

Statistical  data,  it  seems  to  me,  are  unreliable  for  an- 
other reason,  that  when  we  find  that  a  recovery  rate  ap- 
pears to  be  a  certain  rate,  or  that  the  percentage  of  cost 
appears  to  be  a  certain  percentage,  it  is  not  purely  a  mat- 
ter of  numbers,  it  is  a  matter  of  administration,  it  is  a 
matter  of  location,  it  is  a  matter  of  organization.  A  large 
number  of  factors  enter  into  the  question  which  must  be 
taken  into  consideration  in  addition  to  the  question  of 
numbers,  that  is  the  size  of  the  hospital  population. 

Dr.  Russell  spoke  of  the  interruptions  that  are  occur- 
ring in  large  institutions  in  the  work  of  a  superintendent 
on  account  of  extensions  and  enlargements,  and  the  con- 
struction of  new  buildings.  I  feel  this  especially  at  the 
present  time  because  we  are  erecting  four  large  buildings 
besides  planning  for  half  a  dozen  small  ones,  and  I  find 
that  the  inquiries  from  the  State  Architect's  office,  from 
the  Commission's  office  and  my  own  personal  inquiries 
relating  to  these  matters  occupy  such  a  very  large  part  of 
my  time  that  it  is  very  difficult  for  me  to  keep  in  touch 
with  even  the  new  cases,  much  less  in  touch  with  the 
entire  institution  population.  I  would  like  to  be  recorded 
among  those  who  believe  that  an  institution  of  1,500  is 
better  adapted  to  the  care  and  treatment  of  patients  than 
the  institutions  of  two  or  three  times  that  size. 

Mr.  Chairman:  Without  entering  into  the  discussion 
at  this  time,  I  wish  to  record  myself  as  emphatically  in 
favor  of  small  institutions.  Is  there  any  further  discus- 
sion? If  not,  I  will  ask  Dr.  Pilgrim  to  close  it.  And 
those  who  have  discussions  to  contribute  of  the  remarks 
that  have  been  made  will  please  reduce  them  to  writing  and 
send  them  in  to  me  to  be  printed  with  the  discussion  of 
the  paper. 
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Dr.  Pilgrim:  I  am  very  much  pleased  to  think  that  my 
paper  has  brought  out  such  a  valuable  discussion.  I  had 
no  idea  that  it  would  when  I  wrote  it,  or  probably  I  would 
have  spent  more  time  over  it.  I  tried  to  avoid  the  personal 
element  in  writing  the  paper,  but  as  some  of  the  other 
superintendents  have  seen  fit  to  inject  some  personal 
remarks,  I  think  that  probably  I  am  entitled  to  a  few 
words  of  similar  kind  in  reply. 

Dr.  Russell  has  so  effectively  disposed  of  the  question 
of  cure  and  return  of  patients  to  their  friends  that  it  is 
unnecessary  to  say  anything  further  in  that  direction. 

So  much  has  been  said  about  the  financial  aspect  and 
the  saving  in  dollars  and  cents  that  I  feel  a  little  hesita- 
tion about  saying  anything  further.  But  I  would  suggest, 
in  reply  to  Dr.  Mabon's  remark  about  the  great  saving  of 
large  institutions,  that  we  might  go  a  step  further  and  say 
that  by  going  back  to  county  care  we  could  save  at  least 
three  millions  a  year,  but  I  don't  believe  anybody  would 
advocate  that. 

I  have  analyzed  the  figures  a  little  more  carefully  than 
I  did  at  first  and  I  find  that  for  1907  the  savings  in  the 
larger  hospitals  were  as  follows: 

Medical  service     $5  42 

Ward  service   261 


making  a  total  of  $9.64  per  year  on  those  three  items  in 
favor  of  the  larger  hospitals. 

On  the  other  hand,  in  the  smaller  hospitals  there  were 
the  following  savings: 


making  a  saving  on  those  three  items  in  favor  of  the 
smaller  hospitals  of  $10.06  against  $9.64  for  the  larger 
hospitals  in  the  other  lines.  So  that  in  the  larger  hospi- 
tals 83  per  cent  of  the  saving  is  made  at  the  expense  of 
the  medical  and  nursing  services,  while  at  the  smaller 
hospitals  all  of  the  saving  is  made  in  the  departments, 
which  can  only  be  successfully  managed  by  careful  over- 
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sight  and  constant  personal  attention.  The  great  saving 
in  food  supplies  made  at  the  smaller  hospitals  can  only  be 
explained  to  my  mind  in  one  way,  and  that  is  by  the  fact 
that  in  the  smaller  hospitals  with  one  or  at  most  two  kitch- 
ens the  supplies  can  be  more  intelligently  distributed,  the 
food  more  economically  prepared,  and  the  leaks  more 
successfully  prevented,  than  it  is  possible  to  do  in  the 
large  institutions  with  from  six  to  sixteen  kitchens,  the 
latter  being  the  number  we  have  in  Poughkeepsie. 

Some  will  undoubtedly  say  that  the  question  of  land 
explains  this  difference,  but  if  we  take  two  hospitals 
which  are  quite  similar  in  their  surroundings  and  location, 
that  is,  both  being  situated  in  rural  districts  with  produc- 
tive farms,  Willard  with  its  2,300  patients  and  Gowanda 
with  its  900  patients,  we  find  that  the  food  supplies  in  the 
former  institution  during  1907  cost  $45.90  per  capita, 
while  in  the  latter  it  was  only  $40.61  per  capita.  The 
larger  institution  has  at  least  a  dozen  kitchens  and  the 
smaller  one  has  but  one;  and  while  the  amount  of  garden 
supplies  raised  at  Gowanda  is  greater  than  at  Willard,  I 
think  the  single  kitchen  and  smaller  population  play  an  im- 
portant part  for  anyone  who  visits  the  latter  institution 
can  not  help  being  favorably  impressed  with  the  food 
supply  and  its  service. 

Now,  if  we  compare  the  cost  of  the  food  supplies  at 
Gowanda  with  the  cost  of  the  food  supplies  at  Manhattan 
State  Hospital  we  find  that  if  all  the  27,000  patients  of 
the  State  could  be  cared  for  in  small  rural  hospitals  like 
Gowanda  there  would  be  the  enormous  saving  of  $521,640 
a  year  in  the  food  supplies  alone. 

A  short  time  ago  I  had  the  pleasure  of  talking  with 
Professor  Emil  Krsepelin  of  Munich  in  regard  to  the 
proper  size  of  hospitals  and  he  was  emphatically  of  the 
opinion  that  the  best  work  could  only  be  done  in  hospitals 
with  a  population  of  about  500,  that  is,  where  the  hospi- 
tal was  under  the  charge  of  one  superintendent.  Dr. 
Mabon  was  present  at  the  time  and  he  advanced  the  argu- 
ment that  large  institutions  were  necessary  in  places  like 
New  York,  and  Professor  Kraepelin  agreed,  but  with  this 
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qualification,  that  under  those  circumstances,  while  large 
hospitals  are  not  the  best  or  not  the  thing  to  be  desired  it 
may  be  necessary  to  have  them  and  they  can  be  effectively 
managed  if  the  organization  is  a  proper  one.  But  then, 
he  said,  using  almost  the  exact  words  used  by  me  in  my 
paper,  what  do  you  have  is  but  a  number  of  little  institu- 
tions within  a  large  one. 

In  the  early  part  of  the  year  three  or  four  men  connected 
with  Canadian  hospitals  were  designated  by  the  Canadian 
government  to  visit  the  European  hospitals  and  they  have 
just  written  a  report  which  I  intended  to  bring,  but  am 
sorry  to  say  I  forgot,  in  which  they  express  the  belief  that 
even  the  cottage  system  can  be  unduly  extended.  While  a 
great  many  have  heretofore  held  that  the  cottage  system 
could  be  indefinitely  extended  and  have  argued  that  it 
didn't  make  any  difference  how  many  patients  you  had  if 
you  only  had  a  sufficient  number  of  different  cottages, 
they  express  a  directly  opposite  opinion  and  think  that 
even  the  cottage  system  may  become  so  unwieldly  that 
the  best  results  can  not  be  obtained. 

Dr.  Smith  called  attention  to  the  fact  that  the  Hudson 
River  State  Hospital  had  a  recovery  rate  about  as  small  as 
any  in  the  State.  That  is  practically  true  and  I  want  to 
explain  it,  and  I  think  it  can  be  explained  to  the  advantage 
of  the  smaller  hospitals.  Since  the  establishment  of 
Pavilion  F  in  Albany  all  the  curable  cases  which  we  used 
to  receive  in  this  county  are  kept  there  until  they  either 
become  cured,  when  they  don't  enter  into  our  hospital,  or 
they  are  kept  in  Pavilion  F  until  they  become  incurable, 
when  they  are  sent  to  us  as  original  commitments,  upon 
which  the  recovery  rate  must  be  figured. 

The  same  argument,  in  a  lesser  degree,  applies  to 
Marshall  Infirmary.  As  Dr.  Granger  says,  the  friends  of 
patients  and  the  doctors  will  always  at  first  advise  that  the 
,  patients  be  sent  to  the  smaller  institutions.  Consequently, 
the  patients  in  Troy  or  Albany  are  sent  to  Marshall 
Infirmary  or  Pavilion  F,  and  when  they  find  that  the)'  can't 
do  anything  for  them  they  send  them  to  us.  In  that  way 
our  recovery  rate  has  been  reduced  by  about  four  per  cent. 
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CONTRIBUTED  BY  MAIL  BY  DR.  WM.  AUSTIN  MACY,  AS 
REMARKS  ON  THE  DISCUSSION  OF  DR.  PILGRIM'S 
PAPER. 

Mr.  Chairman  : — In  my  contribution  to  the  discussion 
of  Dr.  Pilgrim's  paper  on  the  proper  size  of  a  hospital 
for  the  insane  I  endeavored  to  present  the  most  important 
facts  bearing-  upon  the  subject  together  with  my  con- 
clusions based  on  such  facts.  I  preferred  to  do  that  rather 
than  indulge  in  numerous  criticisms  in  the  hope  that  an 
impartial  statement  of  indisputable  data  might  be  more 
helpful  in  our  study  of  the  subject. 

I  fear,  however,  that,  since  I  have  made  no  direct 
reference  to  the  arguments  of  Dr.  Pilgrim,  the  reader  may 
tacitly  assume  that  I  am  fully  in  agreement  with  all  the 
arguments.  This  is  far  from  being  so  and  I  am,  therefore, 
glad  of  the  opportunity  of  recording  the  opinions,  result- 
ing from  my  eighteen  years'  experience,  on  all  essential 
points  dealt  with  in  Dr.  Pilgrim's  paper. 

I  do  not  consider  it  necessary  to  make  any  extended 
statements  to  show  that  I  can  not  be  satisfied  with  any- 
thing except  the  most  progressive  treatment  of  the  insane 
and  of  the  many  matters  which  we  must  consider  in  this 
connection.  Because  of  the  duties  which  we  owe  to  the 
general  public,  as  well  as  to  our  patients,  none  of  the 
matters  included  within  the  province  of  a  supervisory 
medical  officer  in  charge  of  a  very  large  institution  can  be 
properly  delegated,  except  with  extreme  care  and  to  a 
person  with  the  requisite  training.  The  duties  of  such  a 
supervisory  officer  must  be  largely  executive,  even  in  a 
comparatively  small  institution.  I  do  not  see  the  force 
of  the  arguments  for  the  closer  contact  of  the  superin- 
tendent with  individual  cases  so  persistently  brought  up 
by  several  of  the  preceding  speakers,  if  the  assistants 
under  the  superintendent,  in  charge  and  connected  with 
the  work  of  the  different  units  of  the  medical  divisions  of 
the  hospital,  are  sufficiently  competent  and  men  of  high 
standards;  I  think  that  to  question  their  being  so  would 
be  practically  to  assume  that  the  State  is  unwilling  to- 
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adopt  a  sufficiently  high  standard,  and  will  offer  no  suffi- 
cient remuneration  to  those  drawn  into  the  work,  and  thus 
be  content  in  securing-  only  those  of  inferior  qualifications 
as  assistants.  I  question  also  whether  the  ability  of 
superintendents  to  come  into  close  contact  with  the  indi- 
vidual patients  under  their  care  would  not  vary  between 
very  wide  limits,  owing  to  causes  having  nothing  to  do 
with  the  size  of  institution.  It  might  well  be  that  a 
superintendent  of  an  institution  of  only  a  few  hundred 
would  show  but  comparatively  little  real  grasp  of  the 
details  concerning  his  hospital.  This  is  a  subject  of 
another  character  and  the  statements  that  have  been  made 
do  not  prove  to  my  mind  that  an  officer  who  becomes 
general  superintendent  of  a  very  large  institution,  with 
the  assistance  of  assistant  officers  of  very  high  grade, 
would  not  be  able  to  come  into  as  close  contact  with  all  of 
the  active  cases  of  his  service  as  was  at  all  necessary  for 
ail  practical  purposes,  to  say  nothing  of  his  sympathy  for 
the  cases  under  his  control. 

I  insist  that  the  many  who  have  passed  judgment  or 
made  criticisms  upon  the  large  type  of  institutions, 
managed  possibly  under  systems  inferior  to  what  would 
now  be  allowed,  have  had  little  or  no  practical  knowledge 
or  any  experience  of  such  a  system  as  ours,  and  are  not 
in  any  way  competent  judges;  and,  further,  their  views 
(referring  to  the  mention  of  Mercier  and  others)  (though 
apparently  accepted  by  some  as  conclusive)  I  believe,  even 
the  authors  themselves  would  be  inclined  to  change,  were 
they  to  apply  them  to  modern  conditions  and  standards  as 
they  exist  in  this  State.  There  are  very  few  who  have 
known  very  much  in  regard  to  the  institutions  of  the  very 
largest  size,  and  I  regret  that  even  those  connected  with 
such  institutions  have  never  as  yet  been  able  to  see  their 
work  carried  out  on  the  broad  plan  and  with  the  assistance 
in  the  various  departments  that  some  of  us  think  necessary 
to  make  this  work  a  greater  success.  Instead  of  strength- 
ening such  a  service  as  I  have  suggested  by  raising  the 
standard  of  the  positions  of  its  officers,  and  specializing 
by  the  aid  of  the  highest  class  of  talent,  where  this  is 
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possible  and  likely  to  be  profitable,  we  have  heretofore 
confronted  very  largely  a  condition  where  ways  and  means 
had  to  be  the  principal  study,  and  the  real  question,  there- 
fore became,  how  little  we  could  get  along  on,  rather  than 
how  much  we  could  do. 

Dr.  Meyer  in  his  remarks  lays  stress  upon  two  points. 
One  is  the  standard  of  type  of  man  necessary  to  be 
brought  into  contact  with  this  work  in  the  various  positions 
utilized,  for  the  success  of  the  work.  The  other  point,  as 
I  take  it,  is  that  he  has  a  personal  preference  for  the  smaller 
type,  though  willing  to  admit  that  the  larger  type  can  be 
made  successful.  Now,  providing  I  am  correct  in  inter- 
preting his  remaks  in  this  way,  I  would  state  that  I  can 
not  consider  his  remarks  as  a  finished  argument,  in  that 
he  does  not  prove  that  larger  results  can  only  be  worked 
out  in  the  small  type  of  hospitals,  while  at  the  same  time 
he  apparently  sustains  completely  the  attitude  that  I  take 
in  demanding  the  association  in  the  work  of  only  superior 
talent,  according  to  the  necessity  therefor. 

To  effect  such  an  organization  as  I  refer  to,  it  would  un- 
doubtedly be  necessary  to  compensate  those  whom  you  try 
to  attract  into  such  a  service  in  a  way  proportionate  to  the 
responsibilities  and  dignity  of  the  various  positions. 

I  make  no  claim  for  economy  at  first  hand  in  this  matter, 
because  a  high  grade  of  talent  is  entitled  to  a  proportion- 
ately high  compensation,  nor  do  I  claim  for  a  moment  that 
those  that  would  seek  such  positions  would  be  so  altruistic 
in  their  tendencies  as  to  expect  no  increased  compensation 
for  increased  responsibilities.  I  do  not  believe  that  there 
it  a  member  of  those  concerned  who  would  be  unmindful 
of  these  matters  or  of  their  duties  to  themselves  not  to 
have  proper  regard  for  this  point,  and  it  is  rather  a  credit 
to  those  who  seek,  by  reason  of  their  ambition,  both  for 
their  work  and  for  themselves,  the  larger  position  and  the 
greater  responsibility,  than  if  they  were  to  seek  only  the 
small  positions  with  less  calls  upon  their  time. 

I  assert  that  in  the  larger  type  of  institutions  the  proper 
systematizing  of  the  work  by  units  is  as  applicable  to  our 
work  as  the  running  of  a  large  college  or  university,  and 
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very  like  such  a  project  in  comparison,  and  if  properly 
managed  and  financed,  would  lead  to  a  greater  success  and 
could  only  be  brought  low,  when  associated  with  narrow- 
ness of  view,  incompetency  and  parsimony. 

Largeness,  or  as  Dr.  Pilgrim  says,  "bigness,"  is  not  such 
a  disadvantage  providing  you  find  men  large  enough  to  act 
as  superintendents  and  other  officers,  and  the  superintend- 
ent, even  in  a  small  hospital,  who  will  rely  only  upon  himself 
in  so  many  of  the  matters  touched  upon  by  the  different 
speakers,  will,  I  am  afraid,  be  disappointed  in  results.  It  is 
the  systematizing  and  working  out  of  detail  which  gives  to 
the  large  institution  not  only  the  same  advantages  as  the 
small  ones  but  much  greater  opportunities  in  almost  every 
direction.  In  any  event,  we  are  already  at  a  point  where 
we  must  give  very  much  larger  inducements  to  both  officers 
and  employees,  to  attract  those  who  can  not  only  give  the 
greatest  amount  to  this  work,  but  who  will  be  likely  to  re- 
main in  it  with  sufficient  permanency  to  insure  a  train  of 
connected  results.  The  tendency  for  every  normally  con- 
stituted man  and  woman  engaged  in  any  work,  to  settle 
down  in  life,  must  be  recognized  by  us,  and  the  oppor- 
tunity afforded  them  to  get  such  a  living  as  they  would  ex- 
pect in  the  outside  world  and  with  certain  protection, 
especially  because  of  the  isolation  and  the  completeness  of 
their  sacrifice  to  the  calling. 

The  attractions  to-day  offered  for  many  of  the  positions 
connected  with  the  work,  as  you  all  know,  are  very  much 
less  than  in  many  other  lines  of  opportunity  and  seldom 
has  the  State  found  greater  difficulty  in  securing  com- 
petent assistance  in  some  of  these  directions. 

As  to  whether  our  hospital  system  is  more  likely  to 
suffer  from  outside  interference,  if  we  build  up  our  hospi- 
tals under  superintendents  of  high  professional  attainments 
and  at  the  same  time  much  executive  ability,  or  under  a 
system  comprising  a  large  number  of  comparatively  small 
institutions,  many  of  which  in  the  nature  of  affairs  are 
likely  to  be  managed  by  medical  men  of  comparatively 
little  administrative  and  executive  ability,  I  willingly  leave 
to  the  judgment  of  the  people  who  read  these  notes.  In 
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my  opinion,  no  further  discussion  of  that  point  is  neces- 
sary, and  if  the  medical  men  of  themselves  do  not  adhere 
to  standards  that  tend  to  show  their  versatility  and  marked 
ability  in  lines  other  than  special  research  alone,  they 
will  have  themselves  to  blame  for  whatever  results  may 
come  upon  them  in  the  future. 

There  are  plenty  of  men  who  could  be  attracted  into 
this  work,  who  have  the  happy  combination  of  profes- 
sional and  business  ability  at  the  same  time,  if  we  would 
attract  them,  but  who  ordinarily  will  seek  other  fields  for 
their  efforts  and  greater  remuneration  than  the  State  at 
present  offers.  I  think  that  the  reason  why  so  many  who 
have  criticized  us  have  advocated  smaller  hospitals  and 
disassociation  of  some  of  our  work,  which  after  all  is 
altogether  professional'  in  its  various  bearings,  has  been 
that  many  of  these  people  have  had  no  natural  trend 
towards  work  of  this  sort  themselves  and  little  or  no  ex- 
perience with  it  on  a  large  scale,  possibly  in  part  due  to 
lack  of  early  training  and  partly  because  it  is  so  much 
easier  to  incline  towards  something  else  for  which  they 
believed  themselves  to  be  better  fitted,  and  which  in  their 
judgment  entailed  less  responsibility.  It  would  not  be 
easy  to  build  up  such  a  system  as  I  advocate  immediately, 
but  a  sufficiently  broad  attitude,  and  possibly  the  lessen- 
ing of  some  of  the  Civil  Service  restrictions,  or  the 
rounding  out  and  broadening  of  some  of  their  require- 
ments, should  make  it  possible  within  a  comparatively 
short  time,  in  my  opinion,  to  work  out  one  of  the  grand- 
est successes  that  have  yet  been  achieved  in  our  work,  and 
it  is  my  opinion  that  it  will  be  eventually  given  more  dig- 
nity and  standing  and  it  will  be  possible  to  more  largely 
compensate  all  of  the  officers  and  employees  in  the  service 
under  such  a  system  than  under  our.  present  system,  or 
one  of  smaller  hospitals. 

The  subject  as  a  general  one,  that  is,  large  versus  small 
institutions,  has  been  discussed  time  and  again,  and  I 
would  draw  your  attention  to  the  efforts  on  the  part  of 
the  Massachusetts  State  Board  quite  recently  in  trying  to 
arrive  at  a  somewhat  similar  conclusion  to  the  one  we  are 
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seeking.  A  careful  reading-  of  their  report  will  convey- 
very  much  important  data,  and  with  certain  modifications, 
their  conclusions  quite  accurately  agree  with  my  own. 
Their  suggestion  of  having  a  number  of  institutions  of 
different  types,  acute  psychopathic  hospitals,  colonies  for 
the  chronic  insane,  institutions  for  the  infirm  insane,  etc., 
brought  under  one  uniform  system  of  management  prac- 
tically constitutes  my  plan,  my  only  modification  consist- 
ing in  grouping  the  entire  organization  within  a  compara- 
tively restricted  area  in  some  cases,  merely  for  convenience 
in  communication.  Under  such  a  system  the  superin- 
tendent becomes  a  general  superintendent,  the  first  assist- 
ants become  superintendents  and  so  on  through  the 
various  official  positions,  and  the  largeness  of  the  census 
associated  with  a  somewhat  smaller  general  per  capita 
would  allow,  comparatively  speaking,  much  better  com- 
pensation than  in  the  smaller  type  of  hospital  and,  conse- 
quently, the  opportunity  would  be  greater  for  attracting 
a  high  class  of  talent  with,  of  course,  somewhat  of  a 
change  in  the  nature  of  the  duties  and  an  increase  in  the 
responsibilities  of  various  officials. 

One  trouble  that  I  found  with  Dr.  Pilgrim's  paper,  and 
this  I  must  again  refer  to  because  of  some  of  the  remarks 
of  the  speakers,  was  that  the  writer  was  very  much 
inclined  to  generalize  and  refer  to  the  expressed  opinions 
of  others  as  if  he  was  sure  of  what  exact  point  of  view 
they  comprehended,  or  would  have  comprehended,  had 
these  opinions  been  .applied  to  our  own  times  and  con- 
ditions. Some  of  the  speakers  justify  Dr.  Pilgrim's 
figures  and  conclusions,  while  my  own  opinion  is  that 
unbiased  outsiders,  providing  they  make  a  careful  analysis 
not  only  of  his  statements,  but  also  of  those  made  by  the 
rest  of  us,  will  arrive  at  very  different  conclusions  and 
certainly  not  such  support  as  is  given  by  these  others. 
For  instance,  I  see  no  reason  why  the  Hudson  River  State 
Hospital  should  be  coupled  by  Dr.  Pilgrim  in  his  figures 
with  the  three  larger  institutions.  While  it  had  at  the 
time  of  the  making  up  of  the  report  some  thirty-six  more 
patients  than  the  Willard  State  Hospital,  its  construction, 
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furnishing,  etc.,  were  very  different  from  any  of  the 
three  compared  with,  as  also  from  the  Willard  State  Hos- 
pital, and  the  expenditures  pursued  from  year  to  year 
have,  I  believe,  been  on  a  very  much  more  entended 
scale  in  years  gone  by. 

Comparison  of  per  capitas  is  likely  to  be  unsatisfactory 
to  every  superintendent  and  reveal  unexplained  differences 
calculated  to  produce  much  acrimony,  unless  considered 
in  man)'  details  which  are  almost  impossible  to  get  at. 
To  show  why  differences  occur  between  any  two  hospitals 
would  necessitate  a  consideration  of  location,  cost  of 
freight,  and  of  many  supplies,  the  actual  cost  of  running 
wards  of  different  characters  and  sizes,  the  number  of 
feeble  and  filthy  cases,  and  a  variety  of  matters  too  numer- 
ous to  be  mentioned,  or  even  to  be  thought  of  offhand. 
I  venture  to  say  that  there  is  not  in  this  State  one  hospital 
that  can  be  fairly  compared  with  any  other  hospital  on 
anything  like  an  equal  basis. 

If  we  exclude  the  Hudson  River  State  Hospital  from 
the  four  in  the  first  paragraph  relating  to  these  figures  we 
find  that  the  average  per  capita  cost  drops  to  $164.10,  or 
a  matter  of  $6.03.  Why  then,  may  I  ask,  is  the  cost  of 
the  Hudson  River  State  Hospital  so  much  greater  propor- 
tionately, unless  by  reason  of  the  smaller  number  of 
patients  cared  for,  the  disadvantages  in  regard  to  freight, 
cost  of  supplies,  size  of  the  wards  and  other  matters?  It 
is  probable  that  an  institution  built  upon  so  much  more 
generous  scale  requires  more  extensive  renewals,  but  un- 
less the  difference  does  come  through  these  intricate  con- 
ditions, why  should  the  addition  of  Willard  instead  of  the 
Hudson  River  State  Hospital,  where  the  difference  is 
only  a  matter  of  thirty-six  patients,  bring  the  per  capita  to 
only  $165.30  or  thereabout?  The  comparison  grouping 
Middletown,  Gowanda,  Rochester  and  Utica  together,  in 
my  opinion,  is  not  fair  to  the  general  situation,  any  more 
than  it  is  to  make  comparisons  in  which  a  deduction  is 
made  for  the  amount  of  money  received  from  pay  patients, 
especially  as  we  know  more  or  less  about  the  tendency  for 
certain  institutions  to  get  patients  from  among  a  class 
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from  which  they  receive  a  larger  proportion  of  paying 
patients  than  others,  and  this  question  of  maintenance 
refunded,  as  well  as  local  conditions,  would  have  to  be 
separately  considered.  I  find  that  if  instead  of  one  of 
these  institutions,  the  Long  Island  State  Hospital  had 
been  added  as  one  of  the  four  smallest,  Dr.  Pilgrim's 
comparison  per  capita  would  have  disappeared.  For  such 
reasons  I  exclude  as  unworthy  of  consideration  the  lowest 
net  maintenance  in  any  of  the  smaller  hospitals,  stated  as 
$148.40. 

Later  in  these  comparisons  I  find  the  gross  cost  of  main- 
tenance in  the  four  smallest  hospitals  given  as  §191.35. 
This  again  obtains  by  excluding  the  Long  Island  State 
Hospital  whose  average  would  bring  the  general  average 
of  these  four  to  $204.80. 

In  mentioning  the  institutions  between  2,000  and  3,000, 
Dr.  Pilgrim  apparently  takes  advantage  of  the  peculiarly 
favorable  per  capita  of  the  Willard  State  Hospital,  on 
account  of  its  productiveness,  etc.,  to  bring  down  his  own 
rather  high  per  capita.  I  use  the  word  high  relatively, 
because  I  assume  there  may  be  very  good  conditions  and 
reasons  why  Dr.  Pilgrim's  own  per  capita  was  as  high  as 
it  was,  and  do  not  feel  competent  to  judge  about  another 
institution,  about  the  conditions  of  which  I  know  nothing. 
In  these  latter  figures  where  he  mentions  that  the  four 
largest  have  an  average  rate  of  $178.93,  I  find  that  if  the 
Hudson  River  State  Hospital  is  excluded  that,  the  rate 
would  be  only  $170.75.  In  the  succeeding  figures  of  those 
having  less  than  1,500  patients  he  excludes  the  Long 
Island  State  Hospital  again,  giving  a  per  capita  of  $1 91.35, 
against  an  actual  per  capita,  with  the  Long  Island  State 
Hospital  included,  of  $201.70,  and  taking  all  of  the  insti- 
tutions with  over  1,500  patients  I  find  a  difference  of  $18.22 
instead  of  $8.00. 

The  statement  about  the  cost  of  medical  care  must  be 
excluded  as  they  contain  other  costs.  If  the  smaller  cost 
is  a  reproach  then  why  is  not  Dr.  Pilgrim  a  chief  offender, 
as  his  cost  is  only  $7.75  ?  Actually  the  smaller  cost  is  an 
argument  for  the  larger  hospital  and  shows  that  the  higher 
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class  service  which  I  maintain  is  necessary,  can  be  had  in 
those  hospitals  at  a  smaller  per  capita  cost,  depending  in 
part  merely  on  the  fact  that  other  things  being  equal,  the 
larger  the  divisor  the  smaller  the  quotient. 

The  showing  made  by  these  per  capitas  would  cause  me 
to  feel  that  we  must  totally  disregard  Dr.  Pilgrim's  con- 
clusions, and  I  believe  that  there  is  no  proof  that  the  differ- 
ence in  cost  per  capitas  have  necessarily  been  accompanied 
by  difference  in  medical  care  and  nursing  in  the  large  hos- 
pitals, nor  can  any  one  claim  that  any  of  these  hospitals 
have  lost  altogether  their  hospital  character  and  become 
vast  boarding  houses  instead  of  curative  establishments, 
which  all  know  we  have  tried  to  make  them. 

Referring  to  his  statement  as  to  the  financial  manage- 
ment of  the  hospitals  being  on  a  uniform  basis,  I  would 
state  that  this  covers  only  to  a  small  extent  many  of  these 
matters  that  I  have  referred  to,  and  the  estimates  would 
have  to  be  considered  item  by  item  and  hospital  by  hospi- 
tal, to  prove  that  considerable  differences  did  not  creep  in 
in  the  management  of  these  various  institutions,  and  I 
would  further  state  that  absolute  uniformity  is  impossible 
as  well  as  undesirable,  a  statement  which  I  do  not  think 
will  be  questioned  by  any  person  thoroughly  conversant 
with  the  situation. 

Coming  to  the  question  of  cures  as  well  as  other  results, 
I  do  not  think  that  Dr.  Pilgrim  or  any  one  else  will  ques- 
tion that  the  personal  equation  enters  into  these  matters 
to  such  an  extent  that  when  discussing  them  informally, 
hardly  any  one  medical  person  will  attach  much  import- 
ance to  the  often  very  direct  claims  made  by  most  of  his 
colleagues,  nor  will  such  a  one,  especially  when  a  case  is 
proven  to  him,  refuse  to  retract  his  view  in  regard  to  cer- 
tain individual  cases  about  which  he  had  been  too  hopeful. 
While  of  the  opinion  that  I  have  not  been  more  sanguine 
than  people  ordinarily  are,  and  scarcely  enough  so  to  war- 
rant the  assumption  that  I  was  possessed  of  expansive 
ideas  and  ideals,  I  have  taken  some  pride  in  the  recovery 
rate  of  my  own  institution,  believed  by  me  to  be  fairly 
conservative,  and  which  for  this  year  was  27.4  per  cent, 
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especially  when  we  all  know  that  these  hospitals  caring 
for  the  patients  from  the  metropolitan  district  receive  a 
much  larger  proportion  of  unfavorable  cases,  if  anything, 
than  any  in  the  State  or  in  this  country. 

I  think  we  are  all  interested  in  seeing  a  much  larger 
number  of  psychopathic  hospitals  or  psychopathic  wards 
connected  with  general  hospitals,  as  we  have  been  in 
having  the  limit  of  the  parole  extended  and  the  admission 
of  voluntary  cases  to  the  State  hospital  service.  It  can 
not  be  gainsaid  that  a  small  percentage  of  cases  do  better 
in  a  very  small  institution,  or  among  a  very  small  collec- 
tion of  cases,  than  with  a  large  one,  but  if  the  State  is 
able  to  continue  its  wise  system  of  creating  farms  and 
convalescent  colonies  and  providing  facilities  for  segrega- 
ting cases  in  accordance  with  the  requirements  of  the 
various  hospitals,  this  will  resolve  itself,  in  my  opinion, 
almost  entirely  into  a  matter  of  classification,  and  I  be- 
lieve that  such  facilities  can  be  provided  in  connection 
with  our  larger  institutions  fully  as  well  and  certainly 
more  economically,  than  in  connection  with  the  smaller 
ones,  though  in  many  cases  it  possibly  may  become  neces- 
sary for  the  State  to  acquire  more  land  in  connection  with 
its  institutions  and  property  that  is  under  better  control 
and  less  subject  to  trespass. 

There  are  many  reasons,  partially  economical,  why  a 
hospital  of  from  three  to  five  thousand  patients  could  ac- 
quire facilities  which  could  not  be  allowed  to  one  of  from 
twelve  to  fifteen  hundred.  No  one  looks  at  the  amount 
of  bricks  and  mortar  making  up  an  institution  and  it 
certainly  is  the  living  spirit,  which  animates  the  situation, 
that  counts. 

I  agree  with  Dr.  Pilgrim  in  part  when  he  says  that  to 
work  out  such  an  efficient  organization  would  mean  that  it 
would  be  one  constituted  of  several  small  institutions 
rather  than  one  large  one.  In  part  this  is  true  and  in  a 
larger  part  it  would  relate  to  departments  rather  than  to 
separate  institutions.  I  regard  a  number  of  the  expres- 
sions which  the  Doctor  gives  us,  dealing  with  the  trite 
generalisms  indulged  in  by  various  individuals  applicable 
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to  matters  of  these  kinds,  as  unworthy  of  much  attention. 
Many  of  them  are  true  when  considered  under  limited 
conditions,  but  because  a  thing  is  true  under  certain  con- 
ditions, does  not  make  it  follow  that  it  is  true  under 
others.  For  instance,  the  exercise  of  authority  may  be 
proportionately  diminished  by  a  subdivision  of  duty,  re- 
sulting in  a  subdivision  of  that  influence.  If  the  dividing 
of  this  influence,  however,  is  carried  out  through  those  of 
a  higher  grade  of  capacity  than  could  be  had  under  other 
conditions,  this  division  promotes  actual  strength.  The 
idea  of  dividing  an  institution  into  segments  and  separa- 
ting some  of  its  branches  somewhat  from  the  center,  has 
been  and  is  being  followed.  Practical  reasons  require 
that  such  division  shall  not  be  too  great. 

In  regard  to  the  objection  to  large  institutions  because 
of  their  being  inaccessible  to  the  friends  of  the  majority 
of  the  patients,  I  would  state  that  this  does  not  seem 
likely  to  be  the  case  in  the  metropolitan  section  of  this 
State,  unless  these  conditions  are  deliberately  made.  The 
great  increase  in  the  number  of  the  insane  is  from  the 
metropolitan  district  and  this  can  readily  be  cared  for 
near  New  York,  if  the  policy  of  enlarging  certain  of  the 
existing  institutions  or  building  new  ones  at  close  range 
to  the  city,  is  adopted.  The  so-called  large  districts 
have  had  all  of  the  difficulties  in  regard  to  commitments 
in  the  past  that  they  have  now.  Pending  commitment  a 
much  better  state  of  affairs  could  be  brought  about  if  they 
would  use  the  temporary  commitments  provided  by  law 
more  freely,  especially  if  it  was  possible  to  extend  the  time 
during  which  they  might  be  held  somewhat  longer,  to 
cover  any  delay  which  might  result  in  getting  the  perma- 
nent commitment  signed  by  the  Judge  and  forwarded  to 
the  hospital.  Again,  a  psychopathic  ward  here  and  there 
at  convenient  locations  for  emergency  care,  built  and  man- 
aged by  the  local  authorities  under  State  supervision, 
would  largely,  if  not  entirely,  offset  this  difficulty.  I 
question  whether  all  the  immediate  public,  especially  in  a 
very  active  district,  are  likely  to  easily  acquire  more  con- 
fidence in  their  home  hospital,  which  Dr.  Pilgrim  inti- 
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mates  occurs,  and  this  was  emphasized  by  what  Dr. 
Granger  said.'  Generally  speaking,  this  is  true,  but  there 
are  always  some  individuals  in  every  district  ready  to  dis- 
seminate false  information,  because  they  rely  almost  ex- 
clusively upon  a  distorted  or  wicked  imagination,  or 
distort  facts  deliberately. 

The  argument  in  regard  to  the  upkeep  of  the  institution 
I  consider  one  which  should  receive  careful  attention  by 
the  Commission  in  Lunacy  and  the  powers  that  be.  It  is 
much  to  be  regretted  that  a  criticism  of  this  kind  should 
be  warranted  if  it  implies  that  the  gentlemen  considering 
these  questions  are  not  capable  of  looking  at  a  large  prob- 
lem fairly  and  in  the  same  way  that  such  a  matter  would 
be  considered  by  the  Executive  Board  of  a  business 
organization.  In  too  many  cases  (foreign  to  us  fortu- 
nately) it  is  not  that  they  are  not  capable,  but  that 
because  for  one  reason  or  another,  they  would  prefer  to 
saddle  on  others  the  duties  which  they  should  be  willing 
to  meet  and,  therefore,  it  is  probably  true  that  the  experi- 
ence of  the  last  twelve  or  fifteen  years  laas  proven  that  it 
was  easier  to  pass  things  along  than  to  adopt  a  definite 
policy  which  would  thereafter  have  to  be  sustained  by 
those  in  authority.  I  do  not  believe  that  the  State  in 
these  years  has  in  any  way  fulfilled  its  real  duty  while 
failing  so  largely  to  provide  for  the  overcrowding  from 
which  our  hospitals  have  so  cruelly  suffered,  and  for  what 
is  responsible,  in  turn,  for  a  larger  percentage  of  accidents 
than  should  have  been,  and  possibly  for  a  smaller  percent- 
age of  recoveries  and  less  desirable  conditions  in  so  many 
other  ways,  without  adding  anything  in  regard  to  the  ex- 
tension of  equipment  and  facilities  relating  to  different 
portions  of  our  institutional  work  which  wTould  have  so 
well  served  to  better  bring  these  institutions  up-to-date 
and  make  them  more  effective  instruments  for  good  in 
their  several  localities. 

I  pass  over  Dr.  Pilgrim's  figures  in  regard  to  the 
amount  of  space  desirable  in  an  institution  of  the  kind 
considered.  Conditions  of  this  kind  vary  in  accordance 
with  other  conditions  and  I  believe  that  an  institution  for 
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any  number  of  patients  should  be  built  in  accordance 
with  the  conditions  that  would  operate  for  that  particular 
number  and  district.  In  one  district  there  might  be  a 
much  larger  number  of  bed-ridden  cases  than  in  another, 
due  to  former  transfers  or  many  other  reasons.  One  dis- 
trict would  have  better  farming"  land  at  its  disposal  than 
another.  Some  districts  could  be  treated  purely  as 
integral  parts  without  change,  whereas  in  others  the  in- 
crease would  be  larger  than  could  be  taken  care  of  in  the 
immediate  surroundings.  The  State  hospitals  of  this 
State  illustrate  a  range  of  these  differences  excellently 
and,  as  stated  above,  practically  no  two  of  them  can  be 
compared  on  an  exact  basis  of  equalities. 

We  have  before  us  at  present  the  figures  quoted  by  the 
State  Architect,  Mr.  Ware,  giving  his  views  and  the 
opinions  of  the  various  hospital  superintendents  of  the 
State  on  the  number  of  patients  in  each  division  in  a  hos- 
pital of  a  certain  size.  We  have  also  before  us  a  most  ex- 
cellent outline  presented  at  a  former  meeting  by  Dr. 
Smith,  of  an  ideal  institution  of  a  certain  kind.  The 
superintendent  can  not  confine  his  energies  if  sufficiently 
active  to  be  successful,  to  any  one  line  of  work,  even  to 
routine  inspections.  Experience  proves  that  there  are  times 
when  he  is  more  largely  interested  in  making  friends  for 
his  hospital  and  seeking  to  disseminate  information  in 
proper  quarters  so  that  the  work  may  be  properly  under- 
stood and  appreciated,  than  in  examining  patients,  inspect- 
ing ward  notes,  or  looking  over  refrigerating  plants;  with 
a  proper  division  of  both  duty  and  responsibility  I  believe 
that  the  work  can  be  caused  to  grow  in  accordance  with 
legitimate  demands  so  that  a  well  managed  and  complete 
institution  can  be  built  up  of  almost  any  size  which  one 
sets  out  to  create,  some  being  more  satisfactory  than  others, 
but  I  believe  that  it  is  equally  as  true  that  the  average  legis- 
lator will  be  found,  by  reason  of  an  experience  restricted 
in  other  directions,  to  more  generally  oppose  the  creating 
of  too  numerous  hospitals  or  institutions,  chiefly  on  the 
ground  of  greater  administrative  cost.  This  has  been  and 
is  a  question  of  considerable  practical  value  in  deciding 
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"between  a  large  number  of  very  small  institutions  or  a 
much  smaller  number  of  large  ones. 

It  seems  to  me  that  on  a  comparatively  lessened  per 
-capita  the  larger  institution  would  have  the  advantage  of 
being  able  to  obtain  an  array  of  talent,  equipment  and 
other  advantages  at  apparently  lessened  cost  than  would 
be  the  case  with  the  smaller  institution,  with  also  the  ad- 
vantage of  concentration  along  certain  lines  of  work,  and 
for  this  reason  the  procuring  of  adequate  funds  should  be 
easier  in  the  case  of  a  large  institution  than  with  the 
smaller.  Another  reason  which  is  deserving  of  very 
serious  consideration  is  the  difficulty  in  obtaining  a  suffi- 
cient number  of  officers  that  have  the  happy  combination 
■of  a  large  degree  of  executive  ability  as  administrative 
officers,  while  retaining  a  very  high  grade  of  professional 
attainment.  I  believe  that  with  an  institution  of  1,500, 
the  superintendent  would  signally  fail  who  attempted  to 
fulfill  the  duties  of  too  many  different  physicians,  with 
the  result  that  the  service  would  reduce  men  to  a  medioc- 
rity of  ability  who  otherwise  might  have  developed  along 
much  broader  lines.  Furthermore,  assuming  that  the 
State  had  a  large  number  of  these  institutions  so  created 
and  managed,  any  lack  of  executive  ability  manifested  in 
a  large  number  of  individual  superintendents  would  be  an 
even  stronger  argument  in  favor  of  the  management  of 
the  non-professional  affairs  of  the  hospital  by  a  layman 
independent  of  the  control  of  the  superintendent,  resulting 
in  a  trend  towards  a  dual  management,  which  the  world 
knows  has  always  been  fatal  to  achieving  the  best  results 
in  work  like  ours,  eventually  precipitating  most  serious 
scandals  and  difficulties  and  troublesome  times.  That  lay 
assistance  is  necessary  in  a  variety  of  departments  is  un- 
questioned and  requires  no  discussion,  and  that  the  super- 
intendent requires,  especially  in  a  large  institution,  a  most 
capable  non-professional  executive  assistant  is  also  a 
matter  not  requiring  any  discussion  as  it  is  self-evident. 
There  is  no  matter  of  any  importance  connected  with  the 
work  of  these  hospitals  which  is  not  to  some  extent  a 
matter  of  concern  from  a  medical  standpoint,  and  it  is  im- 
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possible  to  expect  to  get  the  association  of  laymen  with, 
this  work  in  such  a  way  as  not  to  promote  friction  and 
difficulties,  unless  these  laymen  are  subordinate  to  the 
medical  authority,  and  this  is  as  well  accepted  as  the  old 
adage  that  a  house  divided  against  itself  must  fall. 

Just  a  brief  reference  to  the  advantages  which  I  think 
should  still  be  obtained  in  these  hospitals  to  meet  present 
indications,  and  without  any  reference  to  what  other 
changes  or  differences  may  be  found  necessary  later,  or 
upon  a  more  thorough  study  of  the  subject  of  needs  only. 
I  advocate,  especially  in  the  larger  institutions,  an  addi- 
tional first  assistant  or  more,  according  to  the  size  of  the 
institution,  so  that  one  man  holding  a  position  of  that  im- 
portance, might  at  the  discretion  of  the  superintendent, 
be  employed  to  a  large  extent  as  a  special  clinician,  also 
that  each  hospital  should  have  attached  to  its  staff,  with  at 
least  the  position  of  second  assistant,  an  additional  officer 
who  could  be  detailed  at  the  discretion  of  the  superintend- 
ent as  the  pathologist  of  that  particular  hospital.  I  would 
advocate  a  larger  number  of  medical  men  connected  with 
the  work  of  every  hospital  of  the  State,  but  if  such  a 
matter  was  carried  out  it  would  necessitate  a  considerable 
increase  in  salary  to  all  of  the  various  positions  on  the 
medical  staff,  especially  to  the  older  assistants  and  higher 
officers,  it  might  result  in  the  institutions  carrying  as 
additional  to  the  present  allotment,  a  number  of  assistants 
in  each  case  who  would  not  be  paid  any  great  advance 
over  the  position  of  medical  interne.  The  State  is  finding 
itself  already  at  the  greatest  disadvantage  in  its  attempt 
to  get  competent  men  to  enter  and  remain  in  its  service; 
excepting  an  occasional  instance  where  the  undertaking 
of  this  work  fits  in  better  with  the  plans  of  the  individuals 
applying  than  something  else,  we  are  getting  in  part  a  class 
of  men  who  are  left  over  from  almost  everything  else; 
that  we  do  find  for  the  entire  State,  quite  a  number  of 
most  excellent  and  desirable  men  is,  in  my  opinion,  a 
matter  for  congratulation  for  ourselves.  Under  a  new 
arrangement  promulgated  by  the  United  States  Army  the 
lowest  grade  position  in  the  medical  service,  requiring 
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assistant  surgeon,  drawing  under  this  arrangement 
$2,000  per  annum  with  $36  per  month  for  quarters  where 
no  quarters  are  furnished  and  an  additional  ten  per  cent 
for  service  outside  the  United  States.  After  three  years' 
service  and  an  examination  the  grade  of  captain  is  ob- 
tained, drawing  from  $2,400  to  $3,600  with  an  additional 
allowance  of  $48  per  month,  the  other  positions  ranging 
from  three  to  four  thousand  dollars  as  a  minimum  and 
four  to  six  thousand  dollars  as  a  maximum  and  with  addi- 
tional accommodation  allowances  of  from  $60  to  §96  per 
month  in  lieu  of  quarters. 

To  sum  up,  therefore,  what  I  have  outlined,  I  would 
state  that,  except  for  certain  modifications,  I  believe  that 
the  Massachusetts  State  Board's  idea  is  very  nearly  in  accord 
with  my  own  notions  on  this  subject;  that  the  best  type 
is  a  large  hospital  for  the  insane,  subdivided  according  to 
the  necessities  of  the  work  and  managed  under  a  number 
of  so-called  first  assistants,  or  more  properly  superintend- 
ents, directly  responsible  to  the  general  medical  superin- 
tendent for  that  hospital,  such  a  division  allowing  of  a 
complete  subdivision  of  general  medical  and  purely  clin- 
ical duties  among  these  assistants  without  any  possibility 
of  friction  where  the  rules  of  seniority  are  in  force;  I  favor 
the  addition  of  a  special  pathologist  as  a  line  officer,  with 
at  least  the  rank  of  second  assistant  physician  for  each 
hospital;  I  believe  in  the  equipment  and  rounding  out  of 
these  larger  hospitals  and  to  provide  all  of  the  various 
facilities  required  for  the  complete  classification  and  sub- 
division along  the  lines  of  greatest  opportunity  for  profes- 
sional work:  I  favor  a  much  larger  number  of  assistants 
in  proportion  to  the  number  of  patients  than  have  hereto- 
fore been  employed,  providing  the  State  will  pay  suffi- 
ciently large  salaries  to  attract  for  at  least  the  head  of  each 
service  or  lesser  subdivision,  thoroughly  competent  and 
efficient  men,  with  whom  this  work  might  be  looked  at  as 
a  life  work  or  calling,  and  I  believe  that  considerable 
increase  in  pay  should  be  given  to  both  officers  and 
employees  in  the  various  grades  and  positions,  where  such 
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pay  is  not  at  present  in  accordance  with  that  received  by 
others  engaged  in  similar  work  in  outside  fields,  together 
with  some  pension  provision  for  disability  and  old  age, 
and  that  all  these  things  are  absolutely  necessary  for  us  ta 
obtain  a  high  degree  of  success  in  our  undertaking. 

My  only  reason  for  trespassing  so  much  upon  your  time 
and  patience  is  the  value  I  attach  to  the  importance  of 
this  discussion,  and  I  would  state  that  I  look  upon  what  I 
have  stated  in  the  light  of  a  contribution  to  the  knowledge 
of  this  subject,  which  could  not  very  well  be  stated  in  a 
less  lengthy  manner  in  fairness  to  the  subject. 

Mr.  Chairman:  In  accordance  with  certain  requests 
made,  the  State  Civil  Service  Commission  at  a  meeting  held 
July  30,  1908,  approved  of  the  desire  for  competitive  exam- 
ination for  filling  the  position  of  second  assistant  physician 
in  the  State  hospital  service,  and  directed  the  Chief  Exam- 
iner to  make  the  necessary  arrangements  to  carry  the  plan 
into  effect.  The  Civil  Service  Commission  has  named  as 
a  Board  of  Examiners  to  make  the  examination  for 
appointment  to  the  position  of  second  assistant  physician 
the  following  persons:  The  Director  of  the  Pathological 
(now  the  Psychiatric)  Institute,  the  Medical  Inspector  of 
the  State  Commission  in  Lunacy,  and  one  hospital  superin- 
tendent to  be  named  and  designated  by  a  majority  vote  of 
the  superintendents  in  attendance  upon  the  conference  of 
State  hospital  superintendents.  So  it  is  our  duty  to-day  ta 
select  from  among  the  number  of  State  hospital  superin- 
tendents one  man  who  shall  act  as  a  member  of  this  Board 
of  Examiners.    Nominations  for  that  position  are  in  order. 

Dr.  Howard:  Dr.  Wagner  is  at  present  chairman  of 
the  examining  committee  of  the  Civil  Service  and  I  move 
that  he  be  designated. 

Dr.  Mabon:    I  second  the  motion. 

Mr.  Chairman:  Dr.  Wagner  is  nominated.  I  would 
say  that  in  this  matter,  of  course,  only  hospital  superin- 
tendents vote,  and  I  presume  it  would  be  proper  that  a 
representative  of  a  hospital  superintendent  who  is  absent 
should  be  allowed  a  vote;  but  managers  and  others,  in- 
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eluding  the  Commissioners,  have  no  vote.  What  other 
nominations  ? 

Dr.  Howard:  I  move  that  the  nominations  be  closed 
and  that  the  secretary  be  directed  to  cast  one  ballot  desig- 
nating the  hospital  superintendent  who  shall  act  as  a 
member  of  this  Board  of  Examiners  as  Dr.  Wagner. 

Mr.  Chairman:  The  ballot  is  cast  and  Dr.  Wagner  has 
been  selected. 

Dr.  Wagner:  Mr.  Chairman  and  Gentlemen,  I  wish  to 
thank  you  for  your  courtesy. 

Mr.  Chairman:  The  Civil  Service  Commission  will 
issue  a  special  pamphlet  of  instructions  and  notify  us  of 
the  time  when  the  examination  for  second  assistant  phy- 
sician will  be  held;  some  time  during  November.  There 
is  a  vacancy  at  each  of  the  following  hospitals — Willard, 
Central  Islip  and  Gowanda  Homeopathic. 

We  also  have  a  communication  from  the  State  Civil  Ser- 
vice Commission,  which  I  think  has  been  sent  in  duplicate 
to  each  one  of  the  superintendents,  of  a  proposed  com- 
petitive scheme  for  minor  positions  in  State  hospitals  and 
institutions,  covering  about  every  one  who  is  employed. 
There  are  a  great  many  incongruities  in  this  trial  pamphlet 
which  is  admitted  to  be  merely  suggestive  by  Mr.  Fowler, 
the  Chief  Examiner;  and  during  a  long  interview  I  had 
with  him  last  week  he  said  that  the  Commission  would 
agree  to  withdraw  from  this  circular  without  further  argu- 
ment the  subdivision  A,  section  7,  covering  ward  service; 
that  they  would  not  insist  that  the  attendants  or  nurses 
should  be  put  under  the  proposed  scheme  including  minor 
positions  in  State  hospitals. 

I  would  like  to  hear  the  views  of  the  superintendents 
regarding  others  of  these  subdivisions.  Dr.  Russell,  I 
know,  has  digested  the  matter  thoroughly,  and  also  Super- 
intendent Mabon. 

Dr.  Mabon:  Mr.  President,  I  wrote  to  Mr.  Fowler,  the 
Chief  Examiner,  and  also  took  the  liberty  of  sending  a 
copy  of  my  letter  to  Commissioner  Brown  and  Commis- 
sioner Milliken  requesting  that  before  definite  action  was 
taken  a  conference  committee  of  the  hospital  superintend- 
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ents  and  the  State  Commission  in  Lunacy  should  meet 
with  the  State  Civil  Service  Commission. 

Mr.  Chairman:  The  Civil  Service  Commissioners  said 
they  would  like  to  have  a  representative  present  during 
this  meeting-  and  that  one  of  the  Commission  together  with 
Mr.  Fowler  would  probably  be  present.  I  would  ask  Mr. 
McGarr  to  see  if  they  are  here,  while  you  proceed  with 
your  remarks. 

Dr.  Mabox  :  I  have  written  to  the  Commission  in  full 
covering  the  different  parts  of  this  proposed  schedule  and 
also  took  the  liberty  of  pointing  out  an  apparent  contra- 
diction in  the  circular  letter.  This  apparent  contradiction 
is  as  follows:    I  will  simply  quote  from  my  letter. 

"  In  looking  over  your  circular  letter,  I  find  the  following:  'You 
are  invited  to  examine  the  proposed  scheme  in  detail  and  to  submit  to 
the  Commission  any  criticisms  or  suggestions  as  to  its  specific  pro- 
visions, or  any  reasons  for  or  against  its  adoption  by  the  Commis- 
sion.' Then  later  on  you  state:  '  Believing  that  the  scheme  is  a 
good  one  in  principle  and  will  work  for  the  good  of.  the  service,  the 
Commission  invites  the  co-operation  "of  the  institutions  in  perfecting 
it  and  putting  it  into  effect.'  These  two  sentences  seem  to  be  contra- 
dictory. In  other  words,  the  first  sentence  would  indicate  that  the 
Commission  intend  to  get  criticisms  in  order  to  determine  whether 
it  would  be  practicable  and  beneficial  to  the  hospitals.  The  other 
sentence  would  indicate  that  the  Commission  intends  to  put  it  into 
effect  anyway." 

I  think  we  ought  to  discuss  this  entire  matter  in 
detail  and  according  to  the  proposed  schedule.  Whether 
this  discussion  had  better  be  done  through  a  committee 
of  hospital  superintendents  and  the  State  Commission  in 
Lunacy,  or  an  open  conference,  is  a  question.  It  is  of 
so  much  importance  that  it  may  take  a  day  or  two  to 
go  thoroughly  into  the  matter  so  as  to  reach  a  just 
conclusion. 

In  view  of  the  large  amount  of  work  before  this  con- 
ference to-day,  it  probably  would  be  better  to  refer  the 
whole  matter  to  a  committee. 

Dr.  Dewing:  I  am  not  prepared  to  discuss  this  entire 
proposition  of  the  Civil  Service  Commission  to-day,  but  on 
my  return  very  recently  from  a  vacation  I  found  the 
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letter  and  the  circular,  elsewhere  referred  to,  and  as  the 
Civil  Service  Commission  were  to  meet  the  next  day  I 
immediately  answered  it  as  well  as  I  could,  but  confined 
my  remarks  entirely  to  the  matter  of  ward  service  as  being 
the  most  important  matter  contained  therein. 

The  purport  of  my  reply  was  that  the  proposition  as 
stated  by  the  Commission  was  simply  ridiculous. 

It  seems  to  me  that  Dr.  Mabon  is  right,  and  that  this 
matter  is  of  sufficient  importance  to  warrant  asking  the 
Civil  Service  Commission  to  delay  carrying  out  its 
announced  purpose  until  the  conference  of  superintend- 
ents and  the  Commission  have  had  more  time  to  discuss  it. 

Mr.  Chairman:  Mr.  McGarr  brings  word  that  Com- 
missioner Milliken  who  intended  to  be  with  us  is  not  here 
yet,  and  that  Mr.  Fowler  will  have  to  leave  his  office  very 
soon  but  can  be  with  us  this  afternoon. 

You  might  make  your  preliminary  discussion  of  this 
matter.  It  seems  to  me  it  is  a  wise  suggestion  to  leave  it 
to  a  committee,  but  the  superintendents  might  state  their 
views  as  far  as  possible  in  the  brief  time  we  have  to-day 
and  let  our  conference  committee  receive  from  each 
superintendent  by  letter  his  ideas  and  then  present  the 
most  forcible  arguments  to  the  Commission. 

Dr.  Mabon  :  I  suggest  that  the  committee  be  appointed 
now.  As  long  as  we  have  got  to  submit  argument  it 
seems  to  be  simply  repeating  things  to  submit  them  now 
and  then  have  to  repeat  them  again  on  paper.  I  will 
suggest  as  a  committee,  the  President  of  the  State  Commis- 
sion in  Lunacy,  the  Medical  Inspector  of  the  Commission 
and  two  superintendents. 

Mr.  Chairman:  Dr.  Mabon,  as  to  the  personnel  of  this 
committee  it  seems  to  me  that  the  Medical  Inspector  and 
the  President  of  the  State  Commission  will  be  very  busy 
from  this  day  for  some  considerable  time  and  could  not 
give  this  matter  attention. 

Dr.  Mabon:  Well,  as  advisory  members,  if  they  are 
too  busy  for  that,  because  the  committee  should  confer 
with  the  Commission. 

Mr.  Chairman:    Dr.  Russell  has,   I  know,  sifted  the 
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matter  out  very  thoroughly  already  and  has  his  own  ideas 
in  line.  Who  shall  be  the  two  superintendent  members 
of  this  committee?  Shall  I  name  them  or  you  gentlemen 
suggest  them?    I  would  prefer  that  you  suggest  them. 

Dr.  Ma  box.     I  think  the  President  should  name  them. 

Mr.  Chairman:  I  therefore  name  Dr.  Mabon  and  Dr. 
Hutchings,  and  the  committee  will  stand  Dr.  Russell, 
Superintendents  Mabon  and  Hutchings  and  myself. 

Dr.  Mabon:  Can  I  suggest  a  third  member  to  that 
committee,  because  the  matter  has  just  arisen  in  my  mind. 
Dr.  Wagner  has  been  the  Chairman  of  the  Examination 
Committee  of  the  State  Civil  Service  Commission  and  his 
advice  would  be  valuable  to  us,  and  he  is  a  good  man  to 
make  a  good  address  to  the  Commission  and  I  assume 
that  he  will.  I  move  that  the  committee  consist  of  three 
superintendents  instead  of  two. 

Mr.  Chairman:  The  motion  has  been  made  that  the 
committee  consist  of  the  President  of  the  State  Commis- 
sion, the  Medical  Inspector,  and  three  superintendents. 

(Motion  carried.) 

Mr.  Chairman:  I  will  appoint  said  committee,  as  Dr. 
Mabon  suggests,  Dr.  Russell  and  myself,  and  then  add 
out  of  my  own  motion  Dr.  Mabon  and  Dr.  Hutchings, 
and  add  thereto  Dr.  Wagner.  The  committee  thus  will 
consist  of  five. 

Is  there  any  small  matter  to  bring  up  between  now  and 
one  o'clock  that  any  gentleman  has  in  mind?  We  have 
half  an  hour  before  we  separate  for  luncheon. 

Dr.  Macv:  I  have  a  report  on  the  subject  of  forms  and 
blanks. 

Mr.  Chairman:  Dr.  Macy,  Committee  on  Forms  and 
Blanks. 

Dr.  Macv: 

"Members  of  the'  Conference  and  State  Commission  in  Lunacy: 
Ladies  and  Gentlemen : — Your  committee  on  the  subject  of  blanks 
has  carefully  gone  over  the  blanks  that  have  been  in  use  up  to  the 
present  time,  and  prior  to  this  we  have  written  to  all  of  the  various 
superintendents,  Dr.  Adolf  Meyer,  Director  of  the  Pathological  Insti- 
tute, and  Dr.  William  L.  Russell,  State  Medical  Inspector,  forward- 
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ing  to  each  a  complete  set  of  such  blanks  as  your  committee  would 
suggest  that  changes  be  made  in,  or  new  forms  for  consideration 
where  it  has  become  apparent  that  an  entirely  new  blank  was  desired 
and  there  seemed  to  be  sufficient  reason  for  the  same.  I  regret  to 
state  that  only  a  few  of  the  physicians  written  to  have  replied  con- 
cerning the  blanks  prepared  by  your  committee  and  we  are,  there- 
fore, somewhat  at  a  loss  to  know  regarding  the  wishes  of  the  others,  but 
in  order  that  this  matter  might  be  brought  definitely  before  you,  your 
committee  would  recommend  that  all  other  blanks  not  sent  out  by 
the  said  committee  should  still  continue  in  use  and  that  such  blanks 
as  were  sent  out  should  be  substituted  in  their  new  form. 

Furthermore,  your  committee  would  recommend  to  the  Lunacy 
Commission  that  all  of  the  blanks  used  should  be  re-numbered  by  the 
printing  bureau,  or,  providing  there  are  a  sufficient  number  of  vacant 
numbers  in  the  official  list,  that  the  changed  or  new  blanks  be  substi- 
tuted for  numbers  no  longer  in  use,  so  that  the  official  line  of  num- 
bering shall  run  consecutively  and  with  a  separate  number  for  each 
separate  blank  of  every  kind. 

The  committee  would  further  state  that  it  has  not  concerned  itself 
in  any  way  with  any  of  the  blanks  or  papers  issued  by  the  Commis- 
sion in  Lunacy  for  any  of  the  work  of  the  Commission,  as  they  con- 
sider all  of  such  work  as  beyond  their  province. 

We  would  draw  attention  to  the  fact  that  in  regard  to  a  number  of 
these  new  blanks,  it  has  seemed  to  your  committee  that  it  is  desir- 
able to  have  more  than  one  form,  for  the  reason  that  we  found  there 
was  considerable  difference  in  the  actual  use  of  the  said  blanks  in 
different  hospitals. 

All  of  which  is  respectfully  submitted. 

Wm.  Austin  Macy, 
Charles  G.  Wagner, 
M.  C.  Ashley, 

Committee  on  Blanks." 

The  report  was  accepted. 

Mr.  Chairman  :  Has  the  Committee  on  Wages,  Dr.  Wag- 
ner, chairman,  anything  to  report  at  this  meeting?  That 
committee  has  never  been  discharged  although  it  made  a 
fall  report  a  year  ago. 

Dr.  Wagner:  I  have  nothing  further  to  report.  I 
don't  understand  that  there  is  anything  further  that  I  am 
able  to  report  on. 

Mr.  Chairman:  The  Training  School  Committee.  Dr. 
Hurd,  have  you  anything  to  report  in  this  meeting? 

Dr.  Hurd:  Dr.  Russell  is  an  advisory  member  of  the 
committee  and  has  a  matter  to  bring  up. 
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Dr.  Russell:  A  meeting  of  the  Advisory  Council  of 
the  Education  Department  in  regard  to  nurse  registration 
is  to  be  held  in  the  near  future  and  some  of  the  subjects 
to  be  considered  are  as  follows :  First,  the  revision  of  the 
syllabus.  (That  is  this  red-covered  pamphlet  sent  out  by 
the  educational  department.)  Suggestions  are  asked  in 
regard  to  a  section  on  the  nursing  of  nervous  and  mental 
diseases.  Also  an  outline  for  a  third  course  and  the  revis- 
ion of  the  outline  for  the  preliminary  course.  Second,  the 
question  of  the  adoption  of  a  compulsory  third  year  course. 
Third,  the  question  of  enforcing  the  requirements  of  the 
fifteen  Regents1  counts  for  admission.  And  fourth,  the 
opportunity  for  co-operation  between  the  schools  for 
practical  work. 

I  would  like  very  much  to  get  an  expression  of  opinion 
so  that  I  may  be  guided  by  that  in  representing  the 
department  at  this  meeting. 

Dr.  Hutchings:  I  have  been  somewhat  interested  in. 
this  question  of  the  training  school,  having  looked  into  the 
subject  carefully  more  than  a  year  ago,  at  the  time  the 
registration  of  the  school  was  under  discussion. 

It  has  been  my  impression  that  those  who  are  behind 
the  movement  for  the  advancement  of  the  profession  of 
nursing  in  the  State,  have  been  trying  to  push  along  the 
educational  requirements  to  a  degree  that  is  not  desirable 
or  by  any  means  necessary  either  for  nurses  in  general 
practice  or  for  our  State  hospitals.  What  we  want  to  do  is 
to  improve  the  usefulness  of  our  employees  by  training 
them  to  proficiency  in  the  duties  of  nursing  the  sick  and 
caring  for  the  insane,  and  we  must  use  the  material  which 
comes  to  us.  There  is  no  means  at  our  disposal  instantly 
available  by  which  we  can  offer  greater  attractions  to  young 
men  and  women  who  are  looking  about  for  employment 
and  thereby  attract  a  higher  class,  and  therefore  we 
must  use  the  material  which  comes  to  our  hands  to  the 
best  possible  advantage,  and  there  is  very  little  material 
possessing  the  qualifications  which  this  list  demands.  To 
be  able  to  promise  a  diploma  as  good  as  any  in  the  State 
has  been  a  decided  advantage  to  us  in  attracting  desirable 
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pupils  at  Ogdensburg,  and  I  shall  be  opposed  to  any  sug- 
gestion to  adopt  any  standard  which  will  make  our  diploma 
of  less  value  in  the  public  estimation  than  that  of  any  so- 
called  general  hospital.  We  have  been  for  years  claiming 
that  our  institutions  are  hospitals  for  medical  and  sur- 
gical treatment,  not  places  of  retreat  and  safety,  and  if  we 
are  going  to  make  good  this  boast  when  it  comes  to  the 
training  of  nurses  there  are  but  two  things  to  do,  either 
to  keep  pace  with  advances  in  the  standard  or  have  some- 
thing authoritative  to  say  of  what  that  standard  shall  be. 
At  the  present  time  we  offer  to  take  no  part  in  establish- 
ing this  standard,  whereas  we  who  represent  the  schools 
and  the  only  schools  maintained  by  the  State  should  speak 
with  commanding  voice  when  it  comes  to  a  question  of 
what  the  nursing  standard  in  this  State  should  be.  The 
interests  of  the  insane  are  second  to  none. 

Dr.  Mabon:  In  connection  with  the  requirements 
spoken  of  by  Dr  Russell,  it  seems  to  me  that  there  are  two 
things  necessary  to  obtain  a  different  class  of  pupils  for 
the  training  school.  The  first  is  separate  provision  where- 
in they  may  have  their  own  quarters,  their  own  dining 
room  and  their  own  distinguishing  uniform.  Raise  them 
above  the  standard  of  the  ordinary  attendant  so  that  they 
will  realize  that  they  are  in  the  institution  for  training — 
that  they  are  not  ordinary  attendants.  This  can  not  be 
done  at  once,  as  it  will  require  a  great  deal  of  money  to 
provide  for  these  requisites. 

The  second  thing  necessary  is  an  increase  in  compen- 
sation. 

In  view  of  all  the  circumstances,  I  think  we  will  find  it 
very  hard  to  comply  with  the  requirements  of  the  Depart- 
ment of  Education,  and  my  individual  belief  is  that  it 
would  be  better  to  obtain  from  the  legislature  a  special 
registration  act  for  those  who  have  been  trained  in  mental 
and  nervous  nursing. 

We  are  required  by  law  to  maintain  a  training  school, 
but  the  law  places  in  the  hands  of  another  department  the 
power  to  say  what  the  requirements  should  be  for  registra- 
tion.   I  would,  therefore,  suggest  that  Dr.  Russell,  as  a 
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member  of  the  advisory  board,  write  at  once  to  the  super- 
intendents for  expression  of  their  views  in  regard  to  the 
different  propositions  put  forth,  and  also  obtain  from  them 
an  expression  as  to  how  the  standard  of  training  schools 
might  be  raised. 

Dr.  Pilgrim:  I  would  like  to  record  my  emphatic 
agreement  with  Dr.  Hutchings  as  to  what  he  has  said  in 
regard  to  the  impossibility  of  getting  pupils  who  are  suffi- 
ciently well  educated  to  pass  this  examination. 

While  those  who  live  in  cities  like  Rochester,  New  York 
and  Buffalo  may  get  young  men  and  young  women  who 
have  had  an  education  equal  to  the  first  year  in  high 
school,  it  would  be  utterly  impossible  for  us  in  the  country 
districts  to  do  so.  The  most  of  our  applicants  are  farmers' 
sons  and  daughters  who  have  received  their  education  at 
the  Union  or  District  School.  The  source  of  our  supply 
of  attendants  and  nurses  would  be  cut  off  entirely  if  this 
requirement  were  to  be  insisted  upon. 

Dr.  Palmer:  A  year  or  two  ago  we  were  quite  anxious 
that  all  of  the  graduates  of  the  State  hospital  training 
schools  should  become  registered  nurses  and  be  able  to 
write  after  their  names  R.  N.,  in  conformity  with  the  gen- 
eral hospital  nurses  in  the  State.  At  that  time  there  was 
some  question  whether  the  State  hospital  nurses  could  be 
registered  because  the  courses  taken  did  not  come  up  in 
educational  advantages  to  the  courses  taken  by  the  general 
hospital  trained  nurses.  That  higher  educational  qualifi- 
cations are  now  demanded  by  the  Regents  is  doubtless 
due  to  agitation  by  the  Association  of  Trained  Nurses, 
and  a  desire  on  the  part  of  the  Regents  to  equalize  the 
standards  of  the  schools. 

It  does  not  seem  to  me  that  the  trained  nurse  gradu- 
ated from  the  State  hospital  is  in  the  same  class  as  the 
general  hospital  trained  nurse,  the  work  being  essentially 
different,  and  I  think  that  some  move  should  be  made  for 
a  registration  of  State  hospital  trained  nurses,  and  not  try 
to  classify  them  with  the  general  hospital  trained  nurses. 

Dr.  Russell  :  I  would  like  to  ask  in  what  way  is  the 
graduate  of  the  training  school  of  the  State  hospital  who 
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goes  on  to  registration  about  the  State  different  from  a 
graduate  of  the  general  hospital  of  the  State? 

Dr.  Palmer:  If  I  understand  Dr.  Russell's  question, 
he  asks  wherein  the  State  hospital  trained  nurse  differs 
from  the  general  hospital  trained  nurse. 

Dr.  Russell:  The  graduate  of  the  general  hospital 
and  the  graduate  of  the  State  hospital  who  goes  on  to 
registration  and  gets  registration  about  the  State,  in  what 
way  do  they  differ? 

Dr.  Palmer:  Well,  the  differences  are  many.  The 
State  hospital  nurse  doesn't  have  much  of  the  general  ex- 
perience and  education  that  is  required  as  a  rule,  nor  a 
great  many  of  the  qualifications  that  are  insisted  upon  by 
the  general  hospitals.  And  what  is  more,  we  shall  not  be 
able  to  get  the  requisite  number  of  applicants  to  become 
State  hospital  trained  nurses  if  we  required  all  that  is 
required  in  the  general  hospitals. 

Dr.  Mabon:  I  think  the  situation  is  this — if  we  have 
to  meet  the  requirements  of  the  department  of  education 
our  training  school  will  be  so  small  that  it  will  be  practi- 
cally of  very  little  benefit  to  the  institution.  If  we  have 
to  meet  the  educational  requirements  mentioned  by  Dr. 
Russell,  the  members  of  the  training  school  will  drop 
down  from  classes  of  25  and  30  to  classes  of  two  and  three. 
And  after  all  the  training  schools  for  hospital  nurses  were 
started  originally,  and  according  to  Dr.  Granger's  very 
interesting  statement,  for  the  benefit  of  the  institutions 
and  in  particular  to  retain  the  graduate  in  the  higher 
ward  positions. 

Dr.  Howard:  I  think  it  is  fair  to  state  that  difficulties 
of  a  similar  character  extend  to  all  the  general  hospitals 
as  well  as  to  the  State  hospitals,  and  it  is  admitted  that 
thus  far  nothing  has  been  required  of  the  general  hospital 
as  to  who  should  be  admitted  excepting  the  statement  of 
the  superintendent  of  the  general  hospital,  with  the  under- 
standing that  the  interpretation  of  the  words  "15  Regents' 
counts  or  an  equivalent  "  should  be  left  to  the  judgment  of 
the  superintendent  of  the  school  admitting  the  pupil 
nurse.    In  all  probability,  it  will  be  found  that  at  this 
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conference  the  protest  from  the  superintendents  of  the 
general  hospitals,  where  even  no  uniform  examination 
has  been  required,  will  be  so  very  emphatic  that  modifica- 
tions may  come  about  in  the  wording  of  the  syllabus.  If 
that  does  not  result,  gentlemen,  I  believe  that  the  parting 
of  the  ways  is  near  at  hand. 

In  both  letters  received  from  the  educational  depart- 
ment by  the  committee  their  dissatisfaction  with  our  ex- 
amination questions  has  been  voiced.  In  one  they  say 
"the  test  seems  to  be  sufficiently  easy  to  warrant  your 
securing  the  needed  supply  if  the  general  preliminary 
education  is  the  only  barrier.  Under  the  agreement, 
however,  we  will  accept  it  as  meeting  your  requirements 
for  1 90S."  And  in  their  next  letter  relative  to  the  exam- 
ination which  is  being  held  to-day  they  say  "  the  examina- 
tion tests  sent  out  by  your  committee  do  not  measure  up 
to  the  15  counts  contemplated  by  the  nurse  practice  act, 
and  do  not  seem  to  be  a  fair  equivalent  for  the  successful 
operation  of  a  year's  work  in  a  recognized  high  school." 

If  those  letters  mean  anything  they  mean  that  our  en- 
trance examination  questions  at  their  present  grade  are 
at  about  the  end  of  their  acceptance  by  the  educational 
department,  and  your  committee  believes  that  it  has 
crowded  the  severity  of  the  examination  questions  to  the 
limit  so  far  as  the  interests  of  the  State  hospitals  are  con- 
cerned. The  proportion  of  those  who  failed  at  the  last 
examination  was  larger,  and  the  proportion  of  those  who 
feared  to  undertake  the  examination  to  such  an  extent 
that  they  did  not  send  in  their  names  was  very  great 
indeed. 

We  wish,  as  a  committee,  only  to  follow  out  the  advice 
of  the  conference  and  we  bring  this  question  up  to-day 
through  Dr.  Russell  because  of  his  connection  with  the 
educational  department,  and  wish  to  impress  upon  you 
the  necessity  of  our  coming  to  some  new  arrangement 
before  impossibilities  are  crowded  on  to  us  by  the  educa- 
tional department. 

'  Dr.  Dewing:  I  don't  know  what  are  the  conditions  in 
some  of  the  other  hospitals  wherein  the  more  stringent 
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entrance  examinations  are  required  that  are  referred  to. 
I  can,  at  the  present  time,  only  refer  to  the  conditions  in 
my  own  hospital,  but  I  have  one  or  two  interesting  figures 
here  bearing  on  the  point. 

In  the  class  at  Flatbush  graduating  in  1906  there  were 
eight  members  of  the  class.  Nearly  all  of  them  have 
obtained  the  certificate  of  registered  nurse.  To  go  into 
them  in  detail,  one  of  them  is  in  practice  as  a  private  nurse 
and  is  employed  practically  all  the  time.  In  fact,  all  of 
these  nurses  in  private  nursing  are,  as  I  have  found  by 
investigating,  employed  practically  all  the  time,  at  $25  a 
week.  The  next  one  holds  a  position  in  the  Canal  Zone 
in  charge  of  a  hospital  at  $100  per  month.  Another  in 
private  practice  at  $25  a  week.  Another,  head  nurse  at 
Long  Island  State  Hospital.  Another  at  the  same  hospi- 
tal as  a  nurse.  Another  has  a  private  case  for  the  last 
two  years  at  $25  a  week.  Another  is  superintendent  of 
the  Samaritan  Hospital  in  Brooklyn  at  a  salary  of  $75  per 
month.  Another  married  shortly  after  graduation  and 
was  eliminated  from  the  nursing  profession.  Another  is 
a  nurse  at  Central  Islip. 

Of  the  class  of  1907  there  were  eight  members;  all  of 
them  do  private  nursing  and  all  of  them  at  work  constantly, 
as  a  result  of  careful  investigation.  They  are  unemployed 
very  little  of  the  time,  and  they  are  making  $25  a  week, 
every  single  member  of  the  class  of  1907. 

Dr.  Howard:  How  much  is  left  for  the  State  hospital 
then? 

Dr.  Dkwing:  I  would  answer  that  the  hospital  has  had 
their  services  during  the  period  of  training.  If  it  is  un- 
desirable to  hold  out  to  a  prospective  member  of  a  train 
ing  school  the  possibility  of  future  graduation  into  private 
nursing  at  the  regular  current  rates,  why  let  it  be  con- 
sidered so.  It  seems  to  me,  however,  that  on  the  whole 
it  is  desirable  to  be  able  to  inform  prospective  candidates 
that  they  have  that  prospect.  It  seems  to  me  that  only 
in  that  way  can  we  get  the  kind  of  material  that  we  desire 
to  get  and  that  we  can  get,  or  at  least  that  at  Flatbush  we 
have  been  able  to  get,  as  is  shown  by  these  statistics.. 
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Nearly  all  of  these  people  have  become  registered  nurses; 
none  of  them  have  failed  that  have  tried  the  examination. 
That  speaks  for  itself. 

Then  the  class  of  1907  are  all  employed  at  private  nurs- 
ing and  they  are  all  receiving  §25  a  week  constantly. 

Out  of  six  members  who  graduated  in  the  class  of  1908, 
four  are  already  employed  at  private  nursing  at  $25  a 
week  and  two  others  soon  will  be,  and  they  are  among  the 
best  in  the  class. 

Dr.  Dewing:  I  want  to  add  a  remark  that  Dr.  Hutch- 
ings  has  made  and  that  I  was  going  to  make  myself  to  the 
effect  that  it  would  be  fatal,  it  seems  to  me,  to  have 
established  two  classes  of  registered  nurses;  that  is,  fatal 
to  the  State  hospital  standard.  It  seems  to  me  that  it 
will  inevitably  put  ourselves  or  the  reputation  of  our- 
selves in  an  inferior  position  and  will  be  a  very  unde- 
sirable arrangement  indeed.  It  seems  to  me  that  if  our 
people  can  successfully  take  the  examinations  for  regis- 
tered nurse  let  them  do  so;  if  they  can't,  why  there  you 
are,  they  can't.  But  as  to  having  two  classes  of  registered 
nurses,  it  seems  to  me,  that  would  be  very  unfortunate 
indeed. 

Dr.  Pilgrim:  I  don't  think  it  would  be  fatal  to  have 
two  classes.  After  all  the  hospital  training  schools  were 
established  merely  for  the  good  that  the  training  of  nurses 
would  do  to  our  patients.  We  established  the  schools  for 
the  sake  of  getting  better  care.  We  did  not  establish  them 
for  the  sake  of  educating  a  few  women  to  go  out  and  get 
$25  a  week  doing  private  nursing.  It  seems  to  me  that  we 
ought  to  educate  not  only  our  nurses  but  our  attend- 
ants; and  if  we  are  going  to  have  this  higher  grade  I 
see  no  other  way  out  of  it  than  by  having  another  grade 
too,  that  is  having  registered  attendants  and  registered 
nurses. 

Dr.  Magy:  I  would  like  to  remind  the  conference,  at 
least  some  of  the  superintendents  that  have  been  here  a 
good  many  years  that,  a  long  time  back  this  same  matter 
came  up  and  at  that  time  I  could  not  get  a  single  gentle- 
man at  the  conference  to  second  my  motion  that  the 


wording  of  the  title  "trained  nurse  "  be  changed  to  the 
title  "trained  nurse  for  the  insane,"  apparently  coming 
up  prominently  before.  On  the  other  hand,  I  want  to  say 
that  as  long  as  we  see  an  opportunity  to  hold  things  as 
they  are,  to  retain  our  rating  with  the  others  to-day,  I 
feel  opposed  to  a  change  that  would  establish  two  classes 
of  people.  I  believe  that  the  general  hospitals  are  unfair 
in  many  of  their  standards  as  compared  with  ours,  in  that 
the  certificate  of  the  superintendent  seems  to  take  the 
place  entirely  of  the  examination  that  is  given  in  our 
institution. 

I  have  had  it  from  a  number  of  the  superintendents  of 
training  schools  of  the  general  hospitals  that  they  have 
been  finding,  prior  to  the  panic,  great  difficulty  in  getting 
pupil  nurses  to  do  their  work;  in  fact,  the  supply  was 
entirely  inadequate.  Now,  except  for  the  conditions 
brought  about  by  the  panic  and  so  many  more  people 
-seeking  employment  and  our  being  able  to  get  a  larger 
percentage  of  those  who  have  had  some  high  school  edu- 
cation, I  see  no  reason  why  the  conditions  are  not  still 
similar.  And  if  we  can  get  around  this  and  meet  those 
suggestions  that  Dr.  Howard  refers  to  and  we  find  a 
determination  on  their  part  to  be  a  little  bit  less  rigid  in 
their  standard,  why  it  would  be  more  to  the  advantage  of 
our  nurses,  in  my  opinion,  not  to  make  any  change.  If 
these  conditions  prevail  and  if  we  can  not  get  remunera- 
tion or  attraction  of  other  kinds  sufficient  to  draw  a  higher 
and  more  educated  class  of  people  into  the  service  as 
nurses,  then  I  believe  that  the  original  proposition  that  I 
brought  out  at  that  time,  years  ago,  must  come  before  us 
for  attention,  and  that  we  will  have  to  establish  a  standard 
of  our  own,  so  that  we  can  very  much  more  largely  in- 
crease the  percentage  of  those  going  into  our  training 
schools  among  our  employees.  I  am  one  of  those  (if  I 
had  my  preference)  who  would  not  take  into  the  institu- 
tion any  applicants  except  those  who  would  go  through 
the  training  schools,  if  that  were  possible.  I  would  only 
like  to  have  the  institution  so  located  that  I  could  exact 
of  all  employees,  men  and  women,  that  when  they  came 
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into  the  institution  that  they  should  go  through  the 
training  school. 

But  in  that  connection,  and  also  somewhat  in  connec- 
tion  with  the  remarks  made  earlier  in  the  morning,  I 
would  say  that  last  spring,  notwithstanding  the  most 
strenuous  efforts  to  get  help,  there  were  times  when  I 
ran  with  as  many  as  seventy  vacancies,  and  it  almost  de- 
moralized the  institution.  At  times  we  had  so  few 
attendants  we  could  not  let  all  of  our  patients  go  out  for 
exercise.  We  advertised  from  Maine  to  the  Carolinas  and 
as  far  west  as  Illinois;  we  tried  to  reach  the  Middle  West 
where  we  found  there  were  a  large  number  of  young 
people  who  were  well-educated,  and  Dr.  Smith  and  myself 
saw  on  our  visit  to  the  western  institutions  apparently  of 
a  very  high  grade  intellectually  who  were  attracted  into 
the  service  in  the  west.  We  had  a  good  many  replies  but 
the  only  ones  that  would  come,  were  those  that  would 
come  if  we  paid  their  fare  east.  Of  course,  there  was  no 
provision  for  that. 

I  think  we  better  hold  on  until  we  have  to  make  the 
change.  If  the  conditions  are  the  same  in  the  general 
hospitals,  they  are  going  to  be  the  ones  to  come  forward 
and  say  "don't  get  the  standards  too  high  because  if  you 
do  you  will  shut  us  out  as  well."  If  we  can't  meet  that, 
and  if  it  doesn't  come  about  in  that  way,  then  I  think  the 
parting  of  the  ways  will  have  come  and  we  must  look  then 
to  the  good  of  our  own  institutions  regardless  of  the  others, 
or  else  seek  to  have  the  law  amended  so  that  the  State  Board 
of  Regents'  power  in  that  respect  will  be  somewhat 
limited;  one  way  or  the  other. 

Dr.  Palmar:  There  seems  to  be  a  sort  of  competition 
between  State  hospitals  and  the  general  hospitals  in  the 
production  of  a  nurse,  and  all  I  wanted  to  say  was  that  if 
a  person  were  incurably  ill  they  naturally  wouldn't  go  to  a 
State  hospital  but  get  a  nurse  to  take  care  of  them;  and 
it  seems  to  me  that  it  is  not  quite  proper  for  us  to  try  to 
catalogue  our  nurses  with  the  general  hospital  trained 
nurse. 

Dr.  Lamb:    I  simply  want  to  combat  what  Dr.  Palmer 
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said.  I  don't  care  to  sit  here  and  agree  that  the  require- 
ments of  our  State  hospitals  are  not  equal  to  those  of  the 
public  in  general  or  the  so-called  general  hospital.  I 
think  that  the  nursing  of  an  insane  person  requires  the 
highest  degree  of  skill  and  attendance.  That  because  a 
person  is  insane  he  necessarily  calls  for  an  inferior  nurse 
does  not  appear  to  me  as  reasonable.  I  think  a  person 
who  has  pneumonia  or  typhoid  fever  requires  a  good  nurse, 
but  with  one  with  mania  requires  all  that  nurse  knows 
and  even  more,  and  when  you  attempt  to  separate  the 
State  hospital  nurses  from  the  well-trained  nurses  in 
general  it  is  going  to  redound  to  the  discredit  of  the  State 
hospital  nurses  and  it  will  be  still  more  difficult  to  get 
desirable  people  than  it  is  at  the  present  time. 

I  am  firmly  of  the  opinion  that  we  should  not  permit 
any  discrimination  against  our  nurses  on  the  part  of  the 
general  hospital  nurses,  for  that  is  the  very  thing  some  have 
always  endeavored  to  do.  And  it  is  inevitable  that  when 
we  have  two  classes,  the  hospital  nurse  and  the  asylum 
nurse,  the  latter  class  is  going  to  be  regarded  as  inferior 
and  only  called  upon  when  others  are  not  available. 

Dr.  Pilgrim:  Don't  the  by-law  recently  formulated 
with  the  approval  of  the  Commission  authorize  or  demand 
the  establishment  of  the  training  of  attendants,  not  only 
nurses  but  attendants  ? 

Mr.  Chairman:    I  think  it  does. 

Dr.  Pilgrim:  It  is  very  desirable  that  attendants  be 
trained,  but  it  is  impossible  to  require  training  of  every 
one,  as  Dr.  Macy  has  thoroughly  shown,  as  we  are  obliged 
to  take  all  grades  of  attendants.  Many  of  them  can 
scarcely  read  and  write  and  yet  they  are  very  good  attend- 
ants and  in  fact  the  very  best,  and  those  we  hope  to  make 
the  charge  nurses  and  the  leaders  in  the  institution.  We 
have  to  train  them  properly  for  the  work. 

Mr.  Chairman:  Dr.  Russell  will  you  close  the  discus- 
sion on  this  topic? 

Dr.  Russell:  Mr.  Chairman,  I  did  not  intend  to  make 
any  motion  or  present  a  report  simply,  but  merely  to  ask 
suggestions  so  as  to  guide  me  at  the  meeting  of  the  council 
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mentioned.  Dr.  Howard  has  explained  the  situation  quite- 
fully  in  regard  to  the  entrance  examination.  The  question 
is  not,  as  I  understand  it,  to  require  any  new  conditions. 
At  present,  the  law  of  regulation  of  the  educational  de- 
partment requires  that  any  one  entering  a  training  school 
shall  have  had  at  least  one  year  in  the  high  school  or  an 
equivalent.  Now,  it  has  been  impossible  to  enforce  that 
rule  either  in  the  State  hospitals  or  the  general  hospital. 
The  question  is  going  to  come  up  now  whether  they  should 
try  to  enforce  it.  Probably,  as  Dr.  Howard  says,  there 
will  be  a  great  deal  of  opposition  from  the  general  hospi- 
tal and  I  wanted  to  know  on  that  point  whether  I  should 
oppose  it. 

Dr.  Mabon:  I  move  that  Dr.  Russell  be  instructed  to 
oppose  the  enforcement  of  the  high  school  requirement 
for  the  entrance  examination. 

Mr.  Chairman:    In  what  way? 

Dr.  Maiiox:    The  carrying  of  it  into  effect. 

Mr.  Chairman:  By  appearing  before  the  Board  of 
Regents? 

Dr.  Mabon:  Yes;  by  appearing  before  the  Board  of 
Regents  as  an  advisory  member  of  that  Board. 

The  point  is  this:  Several  times  there  have  been  con- 
ferences between  committees  of  this  conference  and  rep- 
resentatives of  the  Department  of  Education  where  the 
preliminary  requirements  were  gone  over  very  carefully, 
the  Department  of  Education  finally  agreeing  to  accept 
for  the  State  hospital  requirements  certain  questions  pre- 
pared by  the  training  school  committee.  On  the  other 
hand,  they  have  accepted  from  the  general  hospitals  super- 
intendents' statements  that  the  applicants  for  the  schools 
met  the  requirements.  In  other  words,  no  examination 
at  all  has  been  called  for  in  the  general  hospitals,  although 
they  exact  one  from  the  State  hospitals.  I  believe,  as  a 
matter  of  fact,  that  it  has  been  impossible  to  put  into  effect, 
either  in  the  general  or  the  State  hospitals,  this  require- 
ment of  fifteen  Regents'  counts. 

Now  the  Department  of  Education  intends  to  consider 
very  soon  the  advisability  of  having  an  entrance  examin- 
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ation  for  all  those  who  do  not  meet  this  requirement  and 
it  seems  wise,  therefore,  to  suggest  to  Dr.  Russell,  as  a 
member  of  the  advisory  committee,  that  the  State  hospi- 
tals oppose  having  this  requirement  put  into  full  effect, 
and  ask  that  it  be  left  as  in  the  past — a  matter  of  judgment. 

Dr.  Macy:  I  would  like  to  offer  an  amendment.  I 
would  like  to  offer  as  an  amendment  that  Dr.  Russell  in 
opposing  that  motion  seeks  to  have  established  the  same 
basis  in  regard  to  the  State  hospitals  apparently  as  now 
scheduled  out  in  regard  to  the  general  hospitals,  in  that 
the  superintendent  shall  determine  whether  the  general 
information  and  brightness  of  the  individual  is  a  sufficient 
off-set  of  that  one  year's  high  school  training,  as  it  seems 
that  that  is  taken  just  on  the  superintendent's  certificate 
in  their  case  while  in  our  case  it  requires  to  have  an 
examination. 

Dr.  Mabon:    I  accept  the  amendment. 

Dr.  Russell:  That  would  be  a  matter  for  me  to  take 
up  at  a  meeting  of  this  committee;  it  would  be  a  matter 
for  the  training  school  committee  to  take  up  with  the 
Board  of  Regents  themselves,  but  that  is  not  a  matter  to 
take  up  with  this  advisory  council  because  they  would  have 
no  power  at  all  to  act,  and  I  think  it  would  be  better  not 
to  bring  it  into  that  council  at  all. 

Dr.  Mabon:  It  seems  to  me  to  be  all  right  as  long  as 
the  general  hospitals  do  that.  Why  not  say  this  would  be 
our  attitude? 

Dr.  Russell:  Only  this  council  has  no  power  to  act  on 
that.  It  is  something  for  the  training  school  committee 
to  take  up  with  the  Board  of  Regents,  who  has  this  matter 
in  charge. 

Dr.  Howard:  We  now  know  about  the  lay  of  the  land 
and  I  don't  think  we  should  instruct  the  delegate  in  that 
conference. 

Mr.  Chairman:  I  doubted  the  jurisdiction  that  Dr. 
Russell  might  have  in  the  matter  and  that  is  the  reason  I 
asked  Dr.  Mabon  for  an  explanation.  Dr.  Russell  is  put 
in  a  delicate  position  by  the  amendment. 

Dr.  Mabon:    I  decline  to  accept  the  amendment  then. 
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Dr.  Hurd:  Dr.  Russell  has  for  years  been  devoted  to 
the  raising  of  the  standard  of  nurses;  his  judgment  and 
his  discretion  are  known  to  us  all.  The  circumstances  of 
his  interview  with  the  Regents  may  determine  in  his  mind 
a  certain  course  of  action  which  I  think  should  not  be 
hampered  by  our  action  here.  For  one,  I  should  much 
prefer  to  trust  to  Dr.  Russell's  well  known  desire  to  keep 
up  the  standard  of  the  training  schools  than  to  have  him 
hampered  by  any  instructions.  I  would  suggest  that  the 
motion  be  withdrawn  and  trust  to  Dr.  Russell's  discretion. 

Dr.  Mabon:  Dr.  Russell  just  stated  that  he  would  like 
to  be  instructed,  and  unless  Dr.  Russell  requests  me  to 
withdraw  my  motion,  I  will  let  it  stand. 

Dr.  Russell:  I  think  you  can  rely  upon  my  discretion 
when  the  time  does  arrive  for  the  enforcement  of  that 
regulation  of  the  educational  department  in  regard  to 
•entrance  requirements. 

Dr.  Macv:  If  Dr.  Russell  viewed  the  amendment  in 
the  same  way  it  would  cover  the  ground,  because  I  don't 
understand  that  that  meant  anything  more  than  instruc- 
tions to  Dr.  Russell,  that  is,  advice  to  Dr.  Russell  as  to 
our  attitude.  And  other  than  that  I  would  say  that  I  have 
full  confidence  in  Dr.  Russell,  and  looking  at  it  from 
another  standpoint,  I  would  withdraw  the  amendment. 

Mr.  Chairman:  You  have  heard  Dr.  Macy's  remarks, 
and  the  amendment  has  been  withdrawn.  There  is  noth- 
ing for  us  to  do  in  the  matter,  Dr.  Mabon's  motion  not 
being  seconded. 

The  principal  feature  of  the  afternoon  session  will  be  a 
paper  by  Dr.  Lamb,  superintendent  of  Matteawan,  on 
Habeas  Corpus  cases. 

Dr.  Mabon:  I  wish  to  announce,  at  the  next  session  I 
shall  have  two  resolutions  to  offer  at  this  conference. 

(Conference  adjourned  until  2.30  p.  m.) 
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Afternoon  Session. 

Mr.  Chairman:  Gentlemen,  will  you  please  come  to 
order?  I  will  call  on  Dr.  Russell  and  ask  for  any  report 
he  may  have  for  the  Committee  on  the  Care  of  the  Insane 
Pending-  Commitment.  That  committee  presented  a  long- 
report  at  the  last  conference  and  the  committee  was  not 
discharged. 

Dr.  Russell  :  The  only  thing  that  the  committee  would 
wish  to  suggest  is  that  steps  be  taken  to  carry  into  effect 
the  recommendation  made  in  the  report.  (See  page  113, 
State  Hospitals  Bulletin,  July,  1908.) 

This  report  might  very  well  take  the  form  of  a  state- 
ment such  as  was  received  by  the  committee  from  each 
hospital,  showing,  for  instance  the  condition  in  which 
patients  were  found  by  the  attendants  who  went  for  them. 

Mr.  Chairman:  Has  the  Committee  on  Statistics  any- 
thing to  report,  Dr.  Hutchings,  chairman? 

Dr.  Hutchings:  The  Committee  on  Statistics  for  the 
annual  report  has  never  been  discharged  and  is  still  alive; 
and  in  view  of  the  approaching  end  of  the  first  fiscal  year, 
during-  which  the  new  statistical  data  has  been  in  process, 
the  committee  thought  it  would  be  of  interest  to  obtain 
the  views  of  the  superintendents  as  to  the  success  they  had 
had  with  the  new  statistical  forms,  and  to  hear  from  them 
any  criticisms  or  suggestions  which  might  be  offered  for 
further  improvement  of  the  tables.  With  that  end  in 
view  a  circular  letter  was  sent  out  asking  the  superintend- 
ents to  report  upon  these  points,  and  up  to  this  time  the 
committee  has  received  only  five  responses.  Most  of 
these  letters  appear  to  show  that  the  text  of  the  report 
was  not  carefully  studied,  some  of  the  points  brought  up 
as  not  being  well  understood  and  confusing  would  not  be 
so  if  the  text  of  the  report  had  been  carefully  examined 
for  there  most  of  these  points  have  been  answered. 
There  are  a  few  points  which  I  will  refer  to  individually. 

One  is  upon  the  question  of  the  regular  attendance 
on  religious  service.  The  object  of  which  was  to  ascertain 
if  the  patient  had  a  religious  feeling  and  an  insight  into 
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the  question  of  religion  as  opposed  to  the  mere  nominal 
adherence  to  one  or  another  faith. 

That  was  the  point  intended  and  it  appears  by  a  few  not 
to  have  been  well  understood.  It  is  necessary  that  the 
terms  defective,  inferior  and  normal  should  not  be  misun- 
derstood. A  defective  person  is  one  who  in  general 
intelligence  approaches  an  idiot  and  presents  facial  or 
other  asymmetries  or  stigmata.  The  term  inferior  would 
apply  to  persons  who,  while  not  actually  defective,  had 
not  kept  abreast  of  their  opportunities,  who  with  educa- 
tional opportunities  had  not  acquired  an  education,  or  who- 
had  not  prospered,  by  reason  of  poor  judgment  and  self- 
control  and  lack  of  initiative. 

I  am  sorry  to  say  that  one  hospital  criticised  the  use  of 
symbols,  I  mean  those  printed  at  the  bottom  of  the  card 
for  first  admission.  In  the  opinion  of  the  committee  they 
serve  a  useful  purpose  in  pointing  out  briefly  important 
facts  which  may  modify  the  value  of  the  other  data  and 
which  could  not  be  expressed  so  concisely  in  any  other 
way.  It  is  not  necessary  that  they  should  be  in  any  par- 
ticular column;  they  may  follow  the  number  or  be  placed 
in  the  heredity  column.  The  symbol  "  —  "indicates  that 
the  history  is  not  negative  upon  any  point  such  as  habits 
of  the  parents  or  the  heredity  but  that  nothing  is  known 
in  regard  to  them.  The  symbol  "-J-"  indicates  that 
while  a  good  history  was  obtained  regarding  the  patient 
himself  nothing  is  known  of  his  parents.  This  symbol 
is  useful  in  cases  of  adopted  children  and  immigrants. 
The  symbol  "  O  "  indicating  the  alcoholic  habit  is  often 
times  of  great  importance  in  the  proper  understanding 
of  certain  features  of  a  case.  The  committee  very 
much  hopes  that  the  use  of  these  symbols  will  not  be 
neglected. 

One  other  point  which  the  committee  has  favorably  con- 
sidered is  that  we  hereafter  record  the  race  of  the  patient 
in  addition  to  the  birthplace. 

If  there  are  any  questions  or  suggestions  bearing  upon 
this  subject  the  committee  would  by  very  glad  to  hear 
them. 
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Mr.  Chairman  :  In  this  connection  it  may  be  of  interest 
to  state  that  the  last  legislature  provided  for  us  the  posi- 
tion of  statistician  although  not  under  that  term,  I  am 
sorry  to  say,  so  that  beginning  with  October  first  we  shall 
have  a  small  amount  of  money  to  use  for  the  purpose  of 
paying  a  statistician  and  the  great  mass  of  valuable 
material  we  have  in  the  hospitals  can  now  be  sifted  out. 

Chief  Examiner  Fowler  of  the  Civil  Service  Commis- 
sion has  kindly  consented  to  meet  with  us  and  discuss 
some  of  the  reasons  for  placing  under  the  Civil  Service 
competitive  examinations  several  minor  positions  filled  by 
employees  in  the  State  hospital  service. 

Mr.  Fowler:  I  suppose  you  have  all  received  copies 
of  this  circular  and  some  of  you  have  expressed  some 
considerable  interest.  The  circular  is  pretty  broad,  it 
covers  practically  everything  in  the  non-competitive  class. 
The  idea  back  of  it  is : 

The  Commission  feels  that  the  non-competitive  examina- 
tions as  reported  to  the  Commission  in  their  present  form 
do  not  contain  any  information  on  which  the  Commission 
can  judge  of  the  fitness  of  an  applicant  or  candidate  ex- 
amined. You  are  all  familiar  with  the  very  brief  written 
examination  which  is  required,  consisting  usually  of  a  few 
simple  problems  of  arithmetic  and  a  little  dictation.  As 
to  the  element  which  is  regarded  as  most  important,  the 
actual  experience  and  personal  fitness  of  the  person  ex- 
amined, for  instance  for  ward  service,  the  application 
discloses  very  little  if  anything,  but  the  examiners  have 
every  opportunity  to  discover  it  and  part  of  this  plan  is  to 
obtain  a  specific  rating  on  those  elements.  Aside  from 
that  the  Commission  must  have  a  record  which  will  stand 
investigation,  a  record  showing  that  the  person  examined 
and  appointed  has  qualifications  for  the  position.  We  do 
not  think  that  the  written  examination  amounts  to  very 
much  anyway.  That  the  circular  advises  a  certain  amount 
of  written  examination  for  attendants,  that  they  can  read 
and  write  and  do  sums  in  the  very  elements  of  arithmetic 
does  not  prove  they  will  be  good  attendants.  That  is  one 
idea  that  has  been  in  the  mind  of  the  Commission  and  in 
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my  own  mind,  that  the  examinations  do  not  furnish  the 
Commission  a  sufficient  record  to  defend  its  action  in 
accepting-  them  as  having-  passed  a  Civil  Service  examina- 
tion for  the  position. 

One  other  idea  of  the  Commission  was  that  there  is 
considerable  disparity  in  grade  in  the  positions  in  the  non- 
competitive class;  that  some,  at  least  of  those  positions 
belong,  by  their  requirements,  in  the  class  for  which  the 
Commission  holds  competitive  examination.  Take,  for 
instance,  the  positions  in  the  mechanical  department,  the 
department  of  buildings  and  grounds — whatever  you 
call  it.  Such  positions  as  head  carpenter,  supervising 
carpenter  and  master  mechanic  are  positions  of  very 
considerable  grade  of  requirement  as  well  as  very  con- 
siderable grade  of  salary,  and  the  Commission  holds  com- 
petitive examinations  for  positions  muck  lower  in  grade. 

Another  difficulty  which  some  of  you  superintendents 
have  run  up  against  in  the  past  is  the  fact  that  under  the 
present  rules  a  non-competitive  employee  was  not  allowed 
to  be  promoted,  except  in  competition  with  all  the  world; 
but  there  are  some  positions  for  which  the  best  training  is 
perhaps  service  in  the  very  institution  in  which  the  posi- 
tion is  to  be  filled.  Take,  for  instance,  the  position  of 
storekeeper.  This  is  a  minor  position  in  a  way,  but  the 
training  would  be  best  in  the  institution  where  the  vacancy 
occurred  rather  than  in  some  other  place.  Now  if  the 
minor  position  were  in  the  competitive  class  that  would  all 
be  avoided.  This  is  not  a  new  thing  at  all.  I  remember 
talking  with  Dr.  Hurd  seven  or  eight  years  ago  about 
something  of  this  kind  and  I  have  hesitated  to  advocate  it 
or  have  it  adopted  by  our  Commission  or  to  put  this  matter 
in  shape  until  I  was  urged  to  do  so  by  the  President  of  the 
Commission,  because  I  feared,  just  as  many  of  the  super- 
intendents, who  have  expressed  themselves,  fear  it  would 
diminish  the  supply.  We  do  not  want  anything  that  is 
going  to  do  that,  especially  in  the  minor  positions.  If  our 
ways  and  means  of  publicity  will  help  to  increase  that 
supply  and  to  improve  it  I  think  there  is  a  possibility  that 
we  might  be  of  help. 
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The  Commission  is  willing-,  whatever  is  done  about  this 
matter,  to  issue  descriptive  leaflets  stating-  exactly  what 
positions  exist;  what  their  requirements  are  and  what  the 
emoluments  would  be,  and  to  scatter  them  as  widely  as 
may  be  needed. 

These  four  ideas,  therefore,  present  themselves: 
That  the  present  non-competitive  examinations  are  of 
no  practical  value  as  they  come  to  us;  that  the  examining 
board  ought  to  be  required  to  make  a  report  of  their  esti- 
mate of  the  personal  fitness  of  the  application,  in  addition 
to  the  other  information;  that  there  ought  to  be  some  way 
of  opening  the  gap  from  the  minor  to  the  higher  positions 
for  promotion,  with  respect  to  a  few  positions,  at  least, 
and  that  the  Commission  may  decide  to  give  additional 
publicity  to  the  positions  in  the  hospital  service  and 
possibly  to  increase  the  available  candidates  for  employ 
ment.  Those  are  the  ideas  which  prompted  this  circular. 
Whatever  comes  of  it  the  Commission  will  look  for  all  the 
light  it  can  obtain  in  carrying  out  the  proposed  scheme 
and  will  doubtless  have  to  act  on  its  own  responsibility 
after  getting  all  the  light  it  can.  Now  there  is  nothing  in 
the  proposition  that  is  here  that  has  been  adopted  or 
settled  upon.  These  are  suggestions  on  a  proposed 
scheme  to  evoke  discussion.  We  feel  that  there  is  a 
chance  for  a  decided  improvement  both  from  the  stand- 
point of  the  statutory  requirement  and  from  the  standpoint 
of  improvement  in  our  records  as  a  defense  against  the 
complaint  which  is  made  from  time  to  time  that  our  non- 
competitive system  of  examination  is  a  farce.  We  have 
accepted  the  reports  of  the  local  examining  boards  in 
every  instance  where  we  could  on  the  theory  that  they 
have  seen  the  candidate,  talked  with  him,  knew  who  he 
was  and  whether  he  was  fitted  for  this  work  or  not,  but 
they  do  not  report  anything  to  us  of  their  estimate  in  those 
particulars. 

I  am  sorry  formal  notice  did  not  reach  our  office  earlier 
as  I  am  quite  sure  our  president,  Mr.  Milliken,  who  is 
much  interested  in  this  matter,  would  have  been  here. 

Mr.  Chairman:    Mr.  Fowler,  did  not  I  understand  you 
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the  other  day  in  talking  on  this  matter  that  you  were  to 
withdraw  Section  7,  referring  to  ward  service? 

Mr.  Fowler:  I  said  no  part  of  this  scheme  had  been 
fixed  upon  and  that  it  might  be  found  necessary  to  with- 
draw that  part  of  the  scheme.  I  know  something  of  the 
difficulties  with  ward  service.  If  the  adoption  of  this 
would  hurt  the  service  we  do  not  wish  to  do  it.  There  is 
no  desire  to  impose  conditions  that  will  be  difficult. 
These  are  merely  from  a  theoretical  standpoint  and  the 
Commission,  before  actingupon  the  matter  at  all,  will  con- 
sider very  carefully  all  the  arguments  that  have  been 
-advanced  against  it. 

It  does  seem  to  me,  however,  that  there  are  quite  a 
^number  of  positions  which  might  still  be  sifted  out  to 
which  the  objection  that  follows  to  the  one  do  not  hit 
at  all. 

Dr.  Pilgrim:  What  is  your  position  in  regard  to  tem- 
porary employees?  For  instance,  in  our  hospital  from 
time  to  time  we  employ  an  extra  force  in  the  way  of  build- 
ing small  additions,  etc.  Would  we  be  obliged  to  have  a 
-special  examination? 

Mr.  Fowler:  At  the  present  time  there  is  a  blanket 
clause  in  the  rules  which  would  cover  that  point.  I  do 
not  think  there  is  any  present  intention  to  change  that.  I 
have  no  idea  that  the  present  arrangement  in  regard  to 
temporary  mechanics  and  people  of  that  class  would  be 
disturbed.  In  some  of  the  hospitals  examinations  are 
sent  in  for  that  class  of  people  but  the  rule  does  not 
require  it.  Is  it  not  the  custom  in  most  of  the  hospitals 
to  have  regular  days  for  examination  ? 

Dr.  Pilgrim:    Not  in  an  up-State  hospital. 

Dr.  Wagner:    We  examine  them  as  they  come  in. 

Mr.  Fowler:  We  usually  get  reports  on  Monday  or 
Tuesday  morning. 

Dr.  Pilgrim:  We  send  our  reports  on  the  1st  and  15th 
of  the  month.    We  have  no  waiting  list. 

Mr.  Chairman:  This  conference  has  appointed  a  com- 
mittee consisting  of  five  persons  to  get  the  views  on  all  of 
the  questions  in  this  matter  and  present  them  to  your 
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•Commission.  Would  that  not  be  the  wisest  way  of 
solution  ? 

Mr.  Fowler:    I  think  it  would. 

Dr.  Mabon-:  The  matter  could  then  be  taken  up  item 
by  item  and  decided. 

Mr.  Fowler:  In  addition  thereto  at  some  meeting- of 
the  Civil  Service  Commission  a  representative  of  that  com- 
mittee could  be  present  so  as  to  clear  up  any  points  which 
might  not  be  understood. 

Mr.  Chairman:    That  would  be  a  great  help. 

Dr.  Mabon:  This  committee  could  go  over  the  matter 
with  the  Civil  Service  Commission  and  we  could  then  get 
the  view  of  the  Civil  Service  Commission  and  see  if  it 
agreed  with  our  own. 

Mr.  Fowler:  I  will  confess  in  preparing  this  matter  it 
covers  practically  everything"  on  the  theory  that  it  was 
easier  to  strike  out  than  it  would  be  in  include.  I  do  not 
consider  this  as  anything  but  a  proposition  which  may 
result  in  benefit  to  us  both  and  that  some  workable  rule 
may  be  formed  for  allowing  a  limited  proportion  being- 
transferred  from  the  non-competitive  to  the  competitive 
class. 

Mr.  Chairman:  Is  there  any  question  to  be  asked  of 
Mr.  Fowler? 

Dr.  Howard:  The  record  could  be  improved  without 
making  the  changes  as  suggested  in  the  first  paragraph. 

Mr.  Fowler  :  The  record  would  be  improved,  the  exam- 
inations would  be  more  uniform  and  we  would  get  a  better 
record  of  the  candidates.  I  was  on  the  point  of  working 
out  that  part  of  the  plan  that  is  proposed  here  in  talking 
over  that  part  of  it  with  the  President  of  the  Commission. 
I  do  not  think  there  is  any  difficulty  in  agreeing  upon  a 
system  of  report  which  will  show  the  examination  part 
and  the  personal  fitness  of  the  applicant;  with  a  brief 
statement  of  the  reasons  if  a  candidate  were  disqualified. 
I  shall  be  glad  to  answer  any  questions  in  regard  to  the 
proposition. 

Dr.  Mabon:  Questions  might  better  be  asked  by  this 
committee. 
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Mr.  Fowler:  One  question  is,  would  there  be  any  real 
advantage  in  the  issuance  of  a  little  leaflet  descriptive  of 
the  service  as  it  now  is,  giving  a  list  of  the  positions  that 
really  exist,  etc.,  kind  of  people  required  and  what  they 
pay.    Would  that  increase  your  field  of  selection? 

Dr.  Howard:    It  certainly  would  not  decrease  it. 

Mr.  Fowler:  If  the  committee  desire  to  meet  with  me 
any  time  I  shall  be  glad  to  arrange  to  see  them  or  to 
arrange  for  discussing  the  matter  with  the  Commission 
which  can  easily  be  done,  and  we  can  come  to  better 
results  that  way. 

Mr.  Chairman  :  The  paper  of  the  day  is  by  Dr.  Robert 
B.  Lamb,  Superintendent  of  Matteawan  State  Hospital. 
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HABEAS  CORPUS  PROCEEDINGS  IN  LUNACY  CASES 
By  Robert  B.  Lamb,  M.  D., 

Superintendent  of  Matteawan  State  Hospital. 

It  is  a  common  procedure  when  differences  exists  be- 
tween two  persons  or  parties,  to  submit  the  adjustment 
thereof  to  a  third  and  disinterested  person  or  tribunal, 
the  contestants  agreeing  to  abide  the  decision  of  the 
arbiter.  Very  briefly,  this  view  of  a  habeas  corpus  pro- 
ceeding may  be  taken,  yet  there  are  distinct  modifica- 
tions of  the  arbitration  theory  as  applied  to  lunacy  cases. 
Three  notable  points  at  once  assert  themselves: 

First — Business  and  legal  points  in  controversy  are  ad- 
vanced on  both  sides  by  persons  of  sound  understanding, 
which  is  not  true  in  lunacy  cases. 

Second — The  arbiter  selected  is  usually  informed  on  the 
questions  in  dispute. 

Third — The  two  contestants,  as  a  rule,  are  reasonably 
satisfied  with  his  findings  and  glad  to  end  the  contest. 

In  lunacy  cases,  the  lunatic  himself  usually  alleges  his 
sanity;  the  jury  (should  the  case  be  submitted  to  a  jury) 
is  wholly  uninformed  in  matters  of  lunacy;  and  the  relator 
is  not  at  all  satisfied  if  the  decision  be  against  him.  By 
such  a  decision  his  trouble  is  not  alleviated,  but  aggra- 
vated. The  hearing  is  often  given  wide  publicity;  the 
newspapers  report  the  case  at  great  length;  the  State's 
officers  are  hectored  by  insignificant  lawyers,  since  repu- 
table lawyers  usually  investigate  previous  to  bringing 
action,  and  refuse  to  take  the  case;  the  whole  serving  to 
create  a  feeling  of  distrust  in  the  State's  institutions,  and 
to  bolster  up  the  old  and  false  belief  that  many  sane 
persons  are  illegally  confined  as  lunatics.  This  simple 
allegation  in  itself  on  the  part  of  the  patient's  friends, 
or  from  the  patient  himself,  frequently  results  in  the 
issuance  of  a  writ,  without  any  supporting  evidence 
whatsoever. 

On  the  present  day  we  have  two  cases  before  the  courts, 
where  the  only  evidence  on  which  the  writs  were  granted 
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was  this  allegation  by  the  patient  himself.  No  examin- 
ation by  medical  men  has  been  made;  the  unsupported 
word  of  the  two  adjudged  lunatics  brings  their  case  before 
the  court,  with  the  hospital  (from  a  practical  standpoint) 
on  the  defensive. 

Strangers  to  the  institution  and  its  administration,  read- 
ing misleading  articles  in  relation  to  the  affair,  are  made 
suspicious;  the  routine  of  the  institution  and  officers  is 
upset;  other  patients  in  it  become  restless;  and  aggravated 
mental  symptoms  are  not  infrequent  in  the  petitioner 
bimself. 

From  the  view  point  of  the  hospital  superintendent  or 
manager,  the  entire  matter  has  a  ridiculous  side.  The  in- 
stitutions which  they  represent  are  not  their  own,  but  pub- 
lic property;  the  land  has  been  bought  with  public  funds; 
the  buildings  erected  with  public  money;  the  hospital 
organization  has  been  made  in  conformity  to  laws  enacted 
by  public  representatives;  the  officers  have  been  educated 
and  trained  in  compliance  with  the  laws  of  the  State,  and 
their  appointment  has  likewise  been  brought  about;  their 
official  work  and  the  conduct  of  the  institution  is  examined 
and  supervised  by  a  central  body  created  for  the  specific 
work  by  the  people  themselves. 

Notwithstanding  all  this,  an  adjudged  lunatic's  own 
word  as  to  his  sanity  gains  a  hearing,  wherein  the  evidence 
of  the  State's  trained  officers,  with  all  the  advantage  of 
personal  contact  and  observation,  gets  no  more  credence 
than  the  testimony  of  laymen  or  physicians,  who  have 
had  no  personal  contact  with  the  lunatic,  and  who 
perchance  may  never  have  seen  a  half  dozen  cases  of 
lunacy  during  their  entire  careers.  Moreover,  the  lunacy 
of  the  patient  was  not  primarily  determined  by  the  hos- 
pital officers,  but  by  process  of  law;  all  this  operation 
being  wholly  without  the  jurisdiction  of  a  hospital  official, 
who  is  legally  prohibited  from  taking  any  part  in  the 
commitment. 

That  it  is  possible  for  committing  officers  to  make  errors 
can  not  be  denied;  but  on  consulting  the  records  of  our  own 
institution  we  find  that  among  the  criminal  class,  where 
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the  motive  for  feigning  is  strongest,  that  out  of  i,729  cases 
admitted,  only  18  were  classed  as  not  insane.  If  we  go 
further  and  analyze  the  iS  cases  classed  as  "  not  insane", 
we  find  that  8  cases  were  convicts  who  simulated  mental 
trouble  in  order  to  escape  the  hardship  of  prison  life.  Two 
cases  suffered  from  acute  alcoholism  at  the  time  of  the 
commission  of  the  crime,  but  partially  recovered  previous 
to  commitment  to  the  hospital.  Three  cases  committed 
by  the  courts  on  the  plea  of  insanity,  were  returned  as  not 
insane,  tried,  and  sentenced  to  prison.  Two  cases  were 
adjudged  insane  by  juries,  the  jury's  diagnosis  failing  of 
confirmation  at  the  hospital — though  it  is  only  fair  to  say 
that  the  finding  was  "insane  when  the  crime  was  com- 
mitted ".  The  remaining  three  cases  were  young  women 
of  hysterical  manifestations,  serving  reformatory  sentences. 
It  is  safe  to  say,  in  a  further  summary,  that  eleven  of  the 
eighteen  cases  were  feigned  insanity,  with  a  motive  there- 
for; and  that  the  remaining  seven,  at  some  time  previous 
to  commitment,  exhibited  a  mental  condition  closely  akin 
to  the  actual  psychosis;  that  all  these  cases  were  discharged 
from  the  hospital  by  hospital  officials,  without  recourse  to 
the  courts. 

A  glance  at  the  records  of  the  civil  insane  for  the  year 
1907,  shows  essentially  a  similar  condition.  There  were 
admitted  to  the  New  York  State  hospitals  for  the  year  1907, 
-6,954  cases,  and  of  this  number  only  60  were  discharged 
as  not  insane.  Included  in  this  60  were  cases  of  alcoholism, 
morphia,  and  other  drug  habituates,  which  at  the  time  of 
the  commitment  may  have  shown  a  mental  condition  not 
easily  distinguished,  by  superficial  examination,  from  real 
mental  disease.  All  of  which  goes  a  long  way  toward 
proving  the  fallacy  of  the  popular  theory  that  sane  persons 
are  wrongfully  committed  and  held  in  State  institutions, 
and  that  court  proceedings  are  necessary  to  liberate 
them. 

That  we  may  understand  the  position  of  our  earlier  pro- 
fessional brethren,  I  quote  from  Dr.  Isaac  Ray,  who  forty 
years  ago  wrote  as  follows : 
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"  Of  all  the  bug-bears  conjured  up  in  these  latter  times  to  frighten 
grown  people  from  the  course  pointed  out  by  true  science  and  true 
humanity,  it  would  be  hard  to  find  one  more  destitute  of  real  sub- 
stance than  the  alleged  practice  of  confining  sane  persons  in  hospitals 
for  the  insane.  We  have  yet  to  learn  of  the  first  well  authenticated 
case  in  this  country,  and  we  have  heard  the  same  thing  asserted  by 
others,  whose  professional  duties  have  enabled  them  to  be  well  in- 
formed on  the  subject." 

Four  years  later,  in  1872,  the  Board  of  Managers  of  the 
Utica  State  Hospital,  evidently  suffering  some  annoyance 
from  the  indiscriminate  issue  of  writs,  incorporated  in 
their  report  to  the  legislature,  the  following  clause: 

"  The  purpose  of  a  writ  of  habeas  corpus  is  to  secure  the  liberty  of 
every  citizen  from  unlawful  infringement.  Although  all  confinement 
is  an  infraction  of  personal  liberty,  yet  the  State  demands  and  author- 
izes confinement  in  particular  cases,  for  the  good  of  the  community, 
for  health,  for  safeguard,  for  punishment  of  crime.  The  writ  should 
not,  however,  be  allowed  to  defeat  the  purpose  of  the  State.  In  the 
case  of  a  lunatic  confined  to  an  asylum  established  by  the  State,  and 
under  its  special  charge  and  control,  the  presumption  must  neces- 
sarily be  in  favor  of  the  State  and  its  officers,  that  the  confinement  is 
for  proper  cause.  Unless  it  be  first  manifestly  shown,  by  abundant 
positive  proof,  and  not  by  mere  suggestion,  that  the  confinement  is 
legally  unwarranted,  no  summary  process  should  be  suffered  to  break 
up  the  discipline  of  the  State  in  its  own  institutions;  nor  especially,  to 
carry  away,  on  short  notice  and  peremptorily,  its  own  officers,  charged, 
by  a  sort  of  attorneyship,  with  the  duties  of  the  State,  and  for  that 
purpose  representing  itself.  Such  a  proceeding  is  stultifying:  it  is 
giving  and  revoking  authority  in  the  same  breath. 

The  best  records  show,  quite  conclusively,  that  the  commitments, 
to  State  hospitals  and  asylums  for  the  insane,  of  persons  who  are  not 
insane  when  committed,  or  who  are  detained  after  recovery,  having 
been  insane  when  committed,  or  who  are  not  at  once  discharged 
when  discovered  to  be  sane,  are  so  uncommon  that  not  a  case  can  be 
fairly  vouched;  and  the  final  judgment  in  cases  of  habeas  corpus 
affecting  lunatics  in  State  hospitals  almost  invariably  result  in  return- 
ing the  subjects  of  the  writ  into  the  same  custody,  often  with  an 
aggravation,  temporary  or  permanent,  of  their  malady,  caused  by 
their  summary  removal  from  the  asylum  and  their  forced  appearance 
before  the  officer  or  court  requiring  their  presence.  There  is  a  mani- 
fest inhumanity  in  thus  publicly  exposing  human  wretchedness  so 
real  as  that  of  insanity.  There  should  therefore  be  some  modifica- 
tion of  the  proceedings  in  the  case  of  the  State  institutions  of  a 
charitable  purpose,  so  that  a  certificate  or  an  affidavit  of  the  chief 
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officer  or  of  his  assistants,  or  a  personal  examination  by  some  compe- 
tent judicial  officer  in  the  vicinage,  should  prima  facie  be  a  sufficient 
legal  return ;  and  that  before  any  personal  appearance,  either  of  a 
superintendent  or  of  his  ward,  be  positively  demanded,  the  court  or 
judicial  officer  should  be  abundantly  satisfied  by  rebutting  evidence 
that  such  a  personal  appearance  is  absolutely  necessary  for  the  ends 
of  justice  and  right. 

A  modification  adapted  to  such  peculiar  circumstances  does  not 
seem  in  any  way  to  conflict  with  the  purpose  or  principle  of  this 
humane  writ.  A  strict  compliance  with  its  customary  technical 
exigencies  may  often  defeat  its  proper  end.  It  should  be  made  to 
subserve  the  purposes  of  both  justice  and  humanity,  if  it  can.  In 
the  case  of  many  lunatics,  death  may  release  the  victim  of  disease 
and  interference  before  the  most  summary  law  would  do  so.  The 
quiet  and  seclusion  so  essential  in  such  cases  is  abruptly  disturbed, 
and  the  patient  is  prematurely  sacrificed  to  an  untoward  technicality 
which,  in  such  extreme  cases,  ought  to  lose  its  rigidness  in  favor  of  a 
crazed  brain  and  insuperable  weakness." 

The  foregoing-  shows  very  accurately  that  the  tribula- 
tions of  our  forefathers  have  descended  to  us  in  essentially 
unchanged  form. 

In  relation  to  lunatics  liberated  by  court  action,  it  may 
be  said  that  neither  the  court  making  the  discharge  of  an 
alleged  sane  patient,  nor  the  newspaper  heralding  it,  keeps 
any  record  of  the  subsequent  history  of  the  patient.  For 
a  time  back  we  have  been  rather  interested  in  this  and 
have  tried  to  gain  all  possible  information  relative  to  the 
conduct  of  patients  discharged  from  the  hospital  on  writs 
of  habeas  corpus.  Below,  in  tabular  form,  are  the  records 
of  forty-three  cases  that  have  appeared  in  the  courts  from 
the  Matteawan  State  Hospital: 


396 


Name 
W.  H. 


Crime 


Grand  lar- 
ceny 2  deg. 


Diagnosis 
Acute  mania  Sane 


Court's 
Opinion 


subsequbnt 
History 

Patient  has  since  been 
adjudged  insane  and 
re-committed  to  this 
institution 


C.  B. 


J.  H. 
1st  Writ 


Attempt  at   Dementia  Sane 
grand  lar-  primary 
ceny  2  deg. 

Burglary  Paranoia  Sane 
3  deg. 


Cared  for  by  family 


Again  adjudged  insane 
and  re-committed  to 
this  institution 


L.  P. 


Assault 
2  deg. 


Idiot 


Discharged  on 
the  ground  that 
he  was  an  idiot 
and  could  not 
be  legally 
committed 


Committed  to 
Rochester  State 
Hospital 


T.  B. 


Burglary 
3  deg. 


Chronic 
mania  and 
sexual  per- 
version 


Sane 


Died  in  Clinton  Prison 


S.  D.  A. 


Assault 
3  deg. 


J.  P.  H.  Sodomy 


R.  E.  G. 
J.  K. 

A.  N. 

J.  J-  B. 
J.  F. 

J.M. 


Assault 
1  deg. 


Forgery 
2  deg. 


Paranoia 


Sub-  acute 
melancholia 
and  sexual 
perversion 

Chronic 
mania 
(alcoholic 
insanity) 

Acute 

melancholia 


Murder 
1  deg. 


Chronic 
mania 


Murder 
1  deg. 


Alcoholic- 
insanity 


Illegally  trans- 
ferred to  this 
institution  from 
a  civil  institu- 
tion 

Sane 


Sane 


Discharged  with 
the  understand- 
ing that  he  be 
deported  to 
Germany 


Rape  1  and    Dementia  Sane 
2  deg.  and     primary  and 
abduction  imbecifity 


Sane 


Burglary  Chronic  Sane 
3  dep;.  melancholia 


Discharged 
improved;  in 
dictment  not 
dismissed 


Again  adjudged  insane 
and  re-committed 


Said  to  be  employed 
and  doing  well 


After  discharged  in- 
dulged in  alcohol; 
finally  suiciding 


Did  not  return  to  Ger- 
many.   Ordered  com- 
mitted to  Manhattan 
State  Hospital.  Subse- 
quently deported  to 
Berlin 

Employed  in  a  law 
office  in  New  York  City 


None 


Shortly  after  release 
adjudged  insane  and 
committed  to  the 
Hudson  River  State 
Hospital 

Became  disturbed;  in- 
dulged in  alcohol;  left 
the  btate  to  avoid  arrest 


T.  Bun- 


Murcer 
1  deg. 


Chronic 
melancholia; 
delusions  of 
persecution 


Sane 


When  last  heard  of  was 
wandering  about  the 
country  trying  to  get 
away  from  imaginary 
persecutors 
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Name 

Crime 

Diagnosis 

Court's 
Opinion 

Subsequent 
History 

M.  D.  Jr. 

Perjury- 

Chronic 
melancholia 

Defective  com- 
mitment; sane 

When  last  heard  of,  em. 
ployed;  doing  well 

C.  S. 

Murder 
1  deg. 

Primary 
dementia 

Sane 

Pleaded  guilty  to  man- 
slaughter J  deg.  sen- 
tenced to  Sing  Sing 
Prison  for  8  years 

L  M. 

Murder 
1  deg. 

Epilepsy 

with 

insanity 

Sane 

Pleaded  guilty  to  man- 
slaughter 2  deg.  sen- 
tenced to  8  years  in 
.State  prison 

W.  M. 

Assault 
1  deg. 

Chronic 
melancholia 

Sane 

Returned  toTombsand 
subsequently  released; 
no  further  knowledge 
obtained. 

W.  T.  G. 

Robbery 
1  deg. 

Acute  mel- 
ancholia; 
sexual 
perversion 

Sane 

In  less  than  five  months 
after  discharge  was 
arrested  for  robbery 
1  deg. 

A.  G. 

Assault 
1  deg. 

Alcoholic 
paranoia 

Sane 

After  discharge  visited 
hospital;  was  threaten- 
ing and  expressed  de- 
lusions of  persecution, 
sued  superintendent  for 
$100,000  for  false  im- 
prisonment 

J.  S. 

Murder 
1  deg. 

Sub-acute 
mania 

Sane 

Pleaded  guilty  to  man- 
slaughter 1  deg.;  sen- 
tenced to  Sing  Sing  for 
8  years 

J.  P.  H. 
(2d  Writ) 
2  Adm. 

Petit 
larceny 

Paranoia 

Declared  insane 
on  certificate  of 
two  physicians 

Remanded  to  this  insti- 
tution 

F.  D.  P. 

Murder 
1  deg. 

Dementia 
prascox; 
paranoid 
type 

Lawyer  with- 
drew writ  after 
seeing  patient 

Now  in  hospital 

F  F 

(1st  Writ) 

Assault 
1  and  2  deg. 

Paranoia 

Refused  to  hear 
case  unless  re- 
lator produced 
expert 
testimony 

Remanded  to  hospital 

M.  T. 

Murder 
1  deg. 

Primary 
dementia; 
moral 
degenerate 

Sane 

Pleaded  guilty  to  man- 
slaughter 1  deg.;  sen- 
tenced to  prison  for  19 
years  10  months. 

W.  G. 

Larceny 
1  deg. 

Imbecility 
with  mania- 
cal attacks 

Discharged 
improved  to 
custody  of 
mother 

Cared  for  by  family 

F.  G. 
(2d  Writ) 

Assault 
1  and  2  deg. 

Paranoia 

Sane 

While  in  Tombs  wrote 
threatening  letters  to 
his  attorney,  who 
finally  persuaded  his 
people  to  deport  him  to 
Europe 

J.  L. 

Assault 
1  and  2  deg. 

Dementia 
praecox, 
paranoid 
type 

Writ  withdrawn 
after  examina- 
tion by  relator's 
physician 

In  the  hospital 
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Name 

J.  V. 

J-  H. 

(3d  Writ) 
2  Adm. 

P.  C. 

O.  H. 
A.  J.  W. 

H.  j. 
C.  L.  W. 

P.  J.  U 

H.  D.  S. 

E.  L. 
J-  S. 

J.  S. 

W.  J.  L. 

A.  J.  R. 

H.  K.  T. 


Crime 


Diagnosis 


Assault  Alcoholic 
with  intent  paranoia 
to  kill 


Court's 
Opinion 


Sane 


Subsequent 
History 

Six  months  after  re- 
lease committed  suicide 


Petit 
larceny 


Paranoia 


Declared  sane 
by  jury 


Drinking  and  unem- 
ployed 


Assault 
1  deg. 


Paranoia 


Attempt  to  Paranoia 

commit 

murder 


Ex-convict  Alcoholic 
(larceny  insanity 
and 

forgery) 


Grand 
larceny 
2  deg. 


Constitu- 
tional " 
inferiority 


Burglary  Constitu- 
3  deg.    '  tional 

inferiority 


Burglary 
3  deg. 


Murder 
1  deg. 


Assault 
S  deg. 


Murder 
1  deg. 


Alcoholic 
insanity 


Paranoid 
form  of 
dementia 
praecox 


Constitu- 
tional 
inferiority 

Constitu- 
tional 
inferiority 
with  melan- 
cholia 


Attempt  at  Dementia 

grand  praecox; 

larceny  paranoid 

2  deg.  type 


Sending  a 
threaten- 
ing letter 

Ex-convict 
(forgery) 

Murder 
1  deg. 
(acquitted) 


Paranoia 


Paranoia 


Paranoia 


Jury  disagreed;     Worked  for  a  short 
patient  released   time  after  release  and 

again  had  trouble  with 

his  family 


Sane 


Declared  sane 
by  jury 


Sane 


Declared  sane 
by  jury 


Sane 


Sane 


Insane 


Insane 


After  being 
interviewed  by 
lawyer  writ  was 
withdrawn 

Insane 


Insane 
Insane 


Remanded  to  Tombs; 
subsequently  dis- 
charged; nofurther 
history 

Six  months  after  re- 
lease sentenced  to  Erie 
County  Penitentiary. 
After  discharge  sen- 
tenced to  Auburn  for  5 
years  for  crime  of 
forgery 

Subsequently  released 
from  Tombs  to  custody 
of  brother 

Has  been  engaged  in 
advertising  for  a  wife, 
buying  gold  stock  and 
rea'l  estate;  wandering 
about  the  country 
spending  money  that  he 
recently  inherited 

Later  seen  by  hospital 
physicians,  at  which 
time  he  was  using 
alcohol 

Returned  to  the  Tombs 
a  commission  was 
appointed  by  the  Court, 
he  was  declared  insane 
and  re-committed  to 
the  institution 

Remanded 


Remanded 


Remanded 

Remanded 
Remanded 
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All  these  cases  were  produced  in  obedience  to  writs.  In 
two  cases  the  writ  was  withdrawn  after  counsel  had  inter- 
viewed client.  Of  the  remaining  forty-one  cases,  hearing 
was  had,  and  of  this  number  only  seven  were  remanded 
to  the  custody  of  the  hospital;  six  being  so  ordered  after 
the  Judge  had  heard  the  cases  and  investigated  the  matter 
of  the  alleged  sanity  of  the  relator,  the  seventh  order 
being  granted  after  medical  examiners  appointed  by  the 
court  had  reported  the  patient  to  be  an  incurable  para- 
noiac. It  is  interesting  to  know  that  the  "Incurable 
Paranoiac",  so  decided  by  two  specialists  of  New  York 
city,  to  the  minds  of  a  later  jury  recovered  sufficiently  to 
gain  his  release,  and  when  last  heard  from  was  again  in  a 
fair  way  to  secure  a  fresh  commitment.  In  thirty- four 
cases  the  court  ordered  the  relator  discharged  from  the 
hospital.  Our  table  shows  that  of  these  thirty-four  de- 
clared sane  by  the  courts,  fourteen  found  their  way  back 
to  either  prison  or  asylum ;  eight  after  their  release 
showed  signs  of  mental  disturbance  and  were  troublesome 
to  their  families;  three,  unable  to  earn  their  own  liveli- 
hood, were  cared  for  by  their  relatives;  four  disappeared 
from  view;  two  committed  suicide;  and  three,  when  last 
heard  of  were  partially  self-sustaining.  Relative  to  the 
latter,  it  can  safely  be  said  that  their  discharge  would 
probably  have  occurred  without  court  intervention.  Of 
the  forty-three  cases,  twenty-seven  had  committed  crim- 
inal acts  directly  against  persons,  and  sixteen  against 
property.  Of  the  twenty-seven  committing  crime  against 
person,  twelve  were  charged  with  the  crime  of  Murder  in 
the  First  Degree,  the  diagnosis  in  a  majority  of  instances 
indicating  a  chronic  and  irrecoverable  insanity. 

It  seems  to  me  that  such  a  record  as  this  should  gain 
some  modification  of  the  present  law,  whereby  lunatics 
accused  of  serious  crimes  against  person,  and  especially 
those  committing  murder,  should  be  dealt  with  by  a 
tribunal  having  fixed  individual  responsibility.  In  this 
connection,  it  is  especially  noteworthy  that  in  all  cases  re- 
ferred to,  which  have  been  submitted  to  juries  for  verdict, 
the  finding  has  been  uniformly  in  favor  of  the  lunatic,  with- 
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out  regard  to  his  previous  history.  It  is  equally  note- 
worthy, that  when  a  Judge  has  investigated  the  case  his 
rinding  has  been  in  favor  of  the  hospital.  It  can  safely 
be  said  that  no  head  or  manager  of  a  public  institution 
has  the  slightest  objection  to  the  issuance  of  a  writ  of 
habeas  corpus.  It  is  to  the  manner  of  hearing  the  case 
that  objection  is  made.  It  would  be  perfectly  within  the 
law  for  a  Judge  to  appoint  a  commission  to  sit  in  each 
case,  but  this  is  not  mandatory.  It  is  also  quite  possible 
for  the  Judge  to  pass  on  the  merits  of  the  controversy 
itself,  but  neither  is  this  mandatory.  Where  there  exists 
difference  of  opinion  between  the  lunatic  or  his  friends 
and  the  hospital  management,  it  would  seem  perfectly  fair 
that  the  same  proceeding  necessary  to  make  the  lunatic 
should  be  employed  to  restore  him  to  competency;  that 
is,  the  certificate  of  two  competent  medical  examiners, 
and  the  approval  of  a  Judge  of  the  Court  of  Record. 
This  would  insure  a  care  not  possible  where  juries  are 
employed. 

The  question  has  been  under  discussion  for  years,  but  I 
am  not  aware  of  any  active  effort  to  change  that  which,  to 
say  the  least,  is  an  unnecessary  annoyance  and  expense. 
In  criminal  cases,  where  life  has  been  jeopardized  or  sacri- 
ficed, it  would  seem  the  duty  of  the  State  to  safeguard  its 
own  interests  more  fully  than  is  accomplished  by  the 
present  procedure. 

After  carefully  considering  all  sides  of  the  question,  one 
is  justified  in  concluding: 

First — That  the  lunatic  himself  and  his  family  suffer 
more  under  the  present  habeas  corpus  proceedings,  than 
if  the  officers  of  the  institution  were  allowed  to  exercise 
their  own  judgment. 

Second — That  by  the  present  mode  of  hearing  cases,  the 
commonwealth  tends  to  create  an  unwarranted  feeling  of 
suspicion  and  distrust  in  its  own  institutions. 

Third — That  a  distinct  change  in  the  method  of  hearing 
habeas  corpus  proceedings  is  worthy  of  early  attention 
and  action.  To  this  end  the  aid  of  this  conference  is 
invited. 
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Dr.  Mcyer:  The  extensive  practice  of  habeas  corpus 
procedure  is  peculiar  to  Anglo- Saxon  law.  It  may  be  of 
interest  to  you  to  know  how  in  the  continental  countries 
this  question  is  handled.  When  a  patient  demands  a  legal 
inquiry  into  the  right  of  detention  in  a  hospital,  the  legal 
practice  offers  only  the  question:  Does  the  person  require 
a  guardian  or  not  ?  The  patient  who  becomes  uneasy  has 
the  choice  of  risking  the  appointment  of  a  guardian  or 
committee  and  that  of  leaving  the  question  of  discharge 
in  the  hands  of  the  authorities  of  the  hospital.  The  ex- 
perience is  that  as  a  rule  the  patient  takes  the  physician's 
advice,  and  the  matter  is  not  brought  before  the  court. 

The  laws  concerning  habeas  corpus  properly  belong  to 
the  domain  of  detention  of  criminals,  as  does  that  of  jury 
trial.  It  would  seem  in  keeping  with  our  modern  views 
to  put  the  commitment  of  a  patient  on  the  ground  of  a 
measure  of  quarantine.  As  far  as  I  am  aware  the  regula- 
tions concerning  quarantine  have  never  induced  any  habeas 
corpus  proceedings. 

Dr.  Mabon:  It  seems  to  me  that  we,  as  a  conference, 
should  take  some  action  in  reference  to  this  very  important 
question.  It  was  only  recently  that  an  inmate  of  the 
Danncmora  Hospital  had  a  hearing  in  New  York  in  which 
he  was  able  to  subpoena  to  court  Justices  of  the  Supreme 
Court,  and  other  men  of  prominence  in  the  community  at 
the  sacrifice  of  time,  and  also  with  the  result  of  a  great  deal 
of  notoriety.  The  patient  had  made  a  number  of  attempts 
to  get  out  on  writs  and  finally  the  courts,  for  their  protec- 
tion, made  all  the  writs  returnable  in  Clinton  county. 

Now  if,  as  Dr.  Lamb  says,  this  number  of  cases  comes 
before  the  courts  it  seems  to  me  we  might  very  well  advo- 
cate a  change  to  the  effect  that  when  a  writ  of  habeas  cor- 
pus  is  issued  and  there  is  a  jury  trial  that  the  jury  should 
be  composed  of  medical  men  competent  to  pass  upon  the 
past  as  well  as  the  present  condition  of  the  patient. 

When  I  was  president  of  the  Lunacy  Commission  there 
was  a  case  at  Bloomingdale  where  the  patient  was  finally 
released  on  habeas  corpus  and  then  committed  suicide. 

We  have  had  at  Manhattan  State  Hospital  a  number  of 
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■cases  during  the  past  year  and  I  have  made  it  a  rule  to 
refer  lawyers  to  Section  74  of  the  statute.  It  seems  to 
me  where  the  responsibility  is  so  great  the  judge  should 
permit  a  medical  jury  to  pass  upon  these  points. 

Dr.  Townsend;  I  would  like  to  add  to  the  strength  of 
Dr.  Lamb's  paper  by  stating  that  the  majority  of  patients 
at  Dannemora  who  are  seeking  to  obtain  writs  of  habeas 
corpus  are  paretics  and  a  large  number  are  dangerous 
criminals. 

Dr.  Russell:  It  is  perhaps  well  for  me  to  state  that 
during  the  five  years  or  more  since  I  became  Medical  In- 
spector I  have  known  of  four  cases  of  patients  discharged 
by  the  court  on  writs  of  habeas  corpus  who  committed 
suicide.  I  think  that  Dr.  Lamb's  statement  that  34  out  of 
41  cases  were  discharged,  all  by  juries,  should  lead  people 
to  see  how  injudicious  this  proceeding  is.  To-day  no 
judge  can  commit  a  patient  except  on  the  certificate  of 
two  physicians.  Why  should  not  the  law  require  the  same 
with  reference  to  the  discharge  of  a  patient?  Dr.  Lamb's 
suggestion  seems  to  be  moderate  and  wise  and  should  be 
acceptable  to  all  who  sincerely  wish  to  improve  the  present 
methods. 

Dr.  Macon:    Mr.  President,  I  beg  to  offer  the  following 

resolution  : 

Whereas,  Form  173  is  an  agreement  between  the  em- 
ployees and  the  State  hospitals,  which  reads  as  follows: 

State  of  New  York — State  Hospitals 
AGREEMENT 

In  consideration  of  my  being  employed  by  the  State  Hospital  and 
of  the  wages  paid  me,  I  do  hereby  agree  to  work  for  said  hospital  for 
one  year  from  this  date  (unless  sooner  discharged),  at  any  work  or 
service  assigned  mc  by  the  superintendent. 

I  further  agree  to  observe  and  obey  the  rules  and  regulations  of 
the  institution,  and  the  directions  of  the  superintendent,  or  officer 
representing  him. 

I  further  agree  not  to  leave  my  employment  before  the  expiration 
of  one  year  from  this  date,  without  the  permission  of  the  superin- 
tendent. 

(Signed) 
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and  Whereas,  this  agreement  is  inadequate  for  the  needs 
of  the  institutions,  and  it  is  impossible  to  hold  employees  to 
it,  therefore  be  it 

Resolved,  that  the  following  form  be  accepted  in  its- 
stead: 

State  of  New  York — State  Hospitals 
AGREEMENT 

In  consideration  of  my  being  employed  by  the  State  hospital,  I 
agree  to  observe  and  obey  the  rules  and  regulations  of  the  institution 
and  the  directions  of  the  superintendent  or  officer  representing  him. 

/ further  agree  to  work  for  the  said  hospital  at  any  work  or 
service  assigned  me  by  the  superintendent. 

/  further  agree  that  should  I  see  or  have  knowledge  of  any  harsh 
or  cruel  treatment  of  patients  in  the  hospital  during  my  service,  I  will 
report  the  same  at  once.  I  recognize  the  fact  that  those  under  my 
charge  are  afflicted  and  are  not  responsible  for  their  acts,  and  there- 
fore agree  to  treat  them  with  kindness  and  consideration. 

I  accept  the  position  with  the  understanding  that  the  superintend- 
ent or  other  officer  representing  him  has  the  right  to  inspect  my 
trunks,  bags,  packages  and  other  receptacles. 

(Signed) 


Dr.  Mabon:  Mr.  President,  I  offer  the  following- reso- 
lution : 

Resolved,  that  the  pay  roll  form  be  changed  to  include 
the  following: 

"  I  hereby  solemnly  declare  that  I  have  not  seen,  neither  have  I 
knowledge  of,  harsh  or  cruel  treatment  of  patients  in  this  hospital 
during  the  past  month.  I  recognize  the  fact  that  those  under  my 
charge  are  afflicted  and  not  responsible  for  their  acts." 

After  hearing  Dr.  Pilgrim's  paper  it  seems  that  this 
might  be  added  to  the  pay  roll  and  should  also  be  in  the 
form  of  an  agreement.  The  idea  of  searching  the  trunks, 
etc.,  is  that  in  every  institution  there  is  more  or  less  pilfer- 
ing. Now  it  was  only  the  other  day  that  a  patient  lost  a 
shirt;  we  could  not  find  it  and  after  a  few  days  it  was 
found  that  one  of  the  attendants  had  his  shirt.  I  was 
notified  at  once  and  I  immediately  sent  for  a  policeman 
and  told  him  to  go  with  this  attendant  to  his  room  and 
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search  his  trunks.  If  he  had  nothing  else  we  would  let 
the  matter  drop  and  discharge  htm  but  if  had  other 
property  he  should  be  arrested.  We  found  a  great  many 
little  things,  and  I  think  it  is  no  more  than  right  for  the 
protection  of  the  other  employees  that  we  have  the  right 
to  search  an  attendant's  bag  or  trunk.  I,  therefore,  move 
the  adoption  of  these  resolutions. 

Dr.  Howard:  How  would  this  apply  to  the  employees 
now  in  the  service  ? 

Dr.  Pilgrim:    They  could  sign  the  agreement  now. 

Dr.  Mabon:  Each  superintendent  should  deal  with  the 
matter  according  to  his  own  judgment. 

Mr.  Chairman:  Commissioner  Viele  could  probably 
answer  that  question. 

Commissioner  Viele:  You  can  ask  them  to  sign  it  and 
if  they  do  not  you  can  send  them  out. 

Dr.  Mabon:  They  should  be  asked  to  sign  it — sign  the 
new  agreement. 

Dr.  Howard:    And  if  they  refuse? 

Commissioner  Viele:  You  have  the  right  to  discharge 
any  attendant. 

Dr.  Howard:  We  must  have  a  reason  sufficient  to 
guarantee  their  discharge. 

Mr.  Chairman:  If  this  new  rule  is  adopted  would  not 
that  provide  cause  for  discharge  in  the  event  of  dis- 
obedience of  it  ? 

Dr.  Howard:  It  should  be  adopted  as  were  the  other 
rules  of  the  institution  by  the  Board  of  Managers  and  by 
the  Commission. 

Dr.  Mabon:  This  is  an  agreement,  and  it  is  not  a  rule 
governing  the  conduct  of  the  institution.  This  agreement 
will  be  right  before  them  as  they  come  into  the  service 
and  could  be  approved  by  the  Commission  and  the  institu- 
tions could  be  directed  to  put  it  into  effect. 

Dr.  Hutchings:  It  simply  substitutes  one  form  for 
another. 

Commissioner  Viele:  To  cover  the  point  raised  by  Dr. 
Howard  as  to  old  attendants  you  could  tell  them  it  is  for 
their  own  protection  against  other  people. 
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Dr.  Ma  box:  If  further  action  is  necessary  that  could 
be  taken. 

Dr.  Howard:  There  is  a  difference  of  opinion  in  the 
minds  of  men  relative  to  whether  an  upright  employee 
would  sign  an  agreement  to  report  his  associates.  I 
think  there  would  be  many  upright  men  who  would  decline 
to  sign  that  part  of  the  agreement. 

The  resolutions  were  seconded  by  Dr.  Macy  and  unani- 
mously adopted. 

Mr.  Chairman:  Is  there  anything  further  to  come 
before  the  conference? 

Dr.  Howard:  If  that  is  to  operate  can  the  old  blanks 
be  used  with  this  addition  or  will  new  ones  have  to  be 
ordered? 

Dr.  Ma bon:  That  can  be  done  as  the  Commission 
directs. 

Mr.  Chairman:  Is  there  any  further  business  to  come 
before  the  conference? 

Dr.  Mabon:  I  would  like  to  ask  one  question  as  to 
whether  any  action  has  been  taken  as  to  a  text-book  for 
the  nursing  of  the  insane? 

Mr.  Chairman:  That  matter  is  in  the  hands  of  the 
committee,  Dr.  Howard,  chairman. 

Dr.  Howard:  There  has  been  no  action  taken  by  the 
committee  and  I  do  not  believe  I  want  to  recommend  that 
the  committee  be  discharged,  although  they  may  be  dis- 
charged from  the  consideration  of  the  question. 

Dr.  Mabon:  I  move  that  the  Committee  on  Training 
Schools  be  directed  to  report  at  the  next  conference  con- 
cerning the  choice  of  a  text  book  on  nursing. 

The  resolution  was  seconded  by  Dr.  Howard  and  unani- 
mously adopted. 

Dr.  Pilgrim:  I  think  Dr.  Granger  wrote  a  book  some 
years  ago  which  might  be  brought  up  to  date. 

Dr.  Granger:  My  book  was  written  in  1886  when  the 
training  of  attendants  was  in  its  infancy.  You  wall 
remember  that  this  work  was  considered  in  England, 
and  had  been  begun  at  McLean.  Although  we  had  no 
report  of  it  at  Buffalo,  we  started  our  school  there  and  my 
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book  was  authorized  for  attendants.  That  book  I  do  not 
think  is  of  sufficient  scope  for  the  nurses  who  are  able  to 
pass  the  examination. 

Dr.  Hutchings:  I  wish  to  say,  Mr.  Chairman,  that  I 
have  here  an  exhibit  of  the  work  which  was  done  by  the 
pupils  who  attended  the  Chicago  School  of  Civics  and 
Philanthropy  if  any  one  cares  to  examine  them. 

Dr.  Hurd:  I  wish  to  announce  the  topic  for  the  next 
meeting;  the  topic  has  been  suggested  to  me  by  Dr. 
Granger  and  by  Dr.  Mabon,  and  is  "  Environment  in  its 
Relation  to  the  Insane."  Dr.  George  H.  Kirby  of  the 
Manhattan  State  Hospital  has  consented  to  write  the 
article. 

Dr.  Mabon:  In  a  conversation  this  morning  with  Dr. 
Meyer  and  Dr.  Russell  and,  I  think,  Dr.  Granger,  we 
spoke  about  the  effect  of  change  of  environment  and  it 
was  deemed  proper  to  suggest  this  as  a  topic  for  discus- 
sion, but  before  the  paper  is  presented  the  writer  should 
get  the  views  of  the  superintendents.  Therefore  Dr. 
Kirby  will  send  letters  to  the  different  superintendents 
asking  for  their  views  on  this  subject,  and  asking  them 
also  to  give  him  any  exceptional  cases. 

On  motion  the  conference  adjourned. 

Frank  P.  Hoffman, 

Secretary  of  the  Conference, 


TUBERCULOSIS   IN   HOSPITALS  FOR 
THE  INvSANE. 


By  Richard  H.  Hutchings,  M.  D., 

Superintendent  of  St.  Lawrence  State  Hospital,  Ogdensburg,  N.  Y. 

Read  at  the  International  Congress  on  Tuberculosis, 
Washington,  D.  C,  October  2,  iqo8. 

The  object  of  this  paper  is  to  present  in  a  concise  form 
the  present  position  of  American  hospitals  for  the  insane 
with  reference  to  the  prevalence  of  tuberculosis  among 
the  inmates  and  the  measures  which  have  been  adopted  to 
control  it,  together  with  some  suggestions  for  further 
limiting  the  spread  of  this  disease  among  the  insane. 

Tuberculosis  is  one  of  the  chief  causes  of  death  in  our 
asylums  and  the  rate  of  mortality  is  higher  among  the  in- 
sane than  among  the  population  at  large.  Last  year 
there  were  140,343  deaths  from  all  causes  in  the  State  of 
New  York  and  of  this  number  14,027,  or  ten  per  cent 
resulted  from  tuberculosis.* 

During  the  same  year  the  State  Commission  in  Lunacy 
reported  2,071  deaths  among  the  insane  in  custody  in  that 
State  of  which  not  less  than  345,  or  sixteen  and  two-thirds 
per  cent,  were  attributed  to  this  disease,  f 

In  the  State  of  Massachusetts  more  than  fourteen  per 
cent  of  the  deaths  among  the  inmates  of  the  hospitals  for 
the  insane  was  attributed  to  tuberculosis.]; 

In  the  Government  Hospital  for  the  Insane  at  Washing- 
ton, D.  C,  during  the  past  twenty-one  years,  2,102  autop- 
sies (representing  sixty  per  cent  of  the  deaths)  showed 
tuberculosis  in  active  form  in  432  cases,  or  more  than 
twenty  per  cent,  and  latent  lesions  in  a  still  greater 
number. 

In  the  St.  Lawrence  State  Hospital,  Ogdensburg,  N. 
Y.,  in  a  series  of  828  autopsies  active  tuberculosis  was 
met  with  119  times,  or  in  fourteen  per  cent  of  the  cases. 

With  reference  to  the  prevalence  of  the  disease  among 

*  Annual  report  of  the  State  Board  of  Health,  1907. 

t  Annual  report  of  the  New  York  State  Commission  in  Lunacy,  1907. 

$  Annual  report  of  the  State  Board  of  Insanity,  1907. 
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asylum  inmates  it  will  be  found  from  an  examination  of 
the  reports  of  the  American  institutions  that  there  is  a 
wide  diversity  with  reference  to  the  prevalence  of  the  dis- 
ease in  the  institutions  in  different  sections  of  the  country, 
as  well  as  different  institutions  of  the  same  State.  From 
inquiries  made  by  the  writer  during  the  present  year 
(1908)  it  was  ascertained  that  there  are  in  the  fifteen  State 
hospitals  in  New  York  State  28,623  insane  patients  in 
custody,  and  of  this  number  there  are  no  less  than  872  in 
whom  a  definite  diagnosis  of  tuberculosis  has  been  made. 
The  following  table  gives  the  prevalence  of  tuberculosis 
per  thousand  of  the  insane  in  custody  in  various  repre- 
sentative States  from  which  complete  information  was 
obtained : 


In  many  individual  hospitals  the  ratio  is  much  higher 
than  the  maximum  given  above  but  this  is  due  in  some 
cases  to  the  practice  prevailing  in  several  States  of  trans- 
ferring tuberculous  patients  to  certain  of  the  hospitals 
where  special  provision  has  been  made  for  their  care.  It 
"was  ascertained  that  in  one  large  hospital  in  the  United 
States  about  thirty  per  cent  of  the  patients  were  regarded 
as  tuberculous;  and  the  superintendents  of  several  insti- 
tutions reported  an  entire  absence  of  this  disease. 

In  the  following  States  special  provision  has  been  made 
for  the  care  of  tuberculous  insane  with  the  object  of 
removing  them  from  contact  with  others  and  providing 
modern  treatment: 

Tuscaloosa,  Ala   A  separate  ward  for  women. 

Mendocino,  Cal   Tent  colony  for  men. 

Patton,  Cal   A  separate  building. 

Farmhurst  Del   A  separate  permanent  building. 


Minnesota.  .  . . 
Massachusetts 
Pennsylvania.. 

Mississippi  

Iowa  

New  York. . . . 

Georgia  

Virginia  


20  per  thousand. 
23  per  thousand. 
23  per  thousand. 
27  per  thousand. 
2S  per  thousand. 
30  per  thousand. 

32  per  thousand. 

33  per  thousand. 
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Washington,  D.  C.   (Gov-    Special  wards, 
ernment  Hospital). 


Milledgeville,  Ga   Partially  in  tents  and  shacks. 

Peoria,  111   Tent  colony  accommodating  100 

patients. 

Hospital,  111   Partially  in  a  temporary  struc- 

ture. 

Watertown,  111   Tents. 

Logansport,  Ind   Isolation  ward  for  each  sex. 

Richmond,  Ind   Partially  in  two  cottages. 

Mt.  Pleasant,  la   Tents. 

Topeka,  Kansas   Separate  building  for  women. 

Jackson,  La   Separate  building. 

Sykesville,  Md   Tents. 

Catonsville,  Md   Tents. 

Bangor,  Me   Separate  building  accommoda- 

ting 44  patients. 

Harding,  Mass   Separate  building  for  each  sex. 

State  Farm,  Mass   Small  ward. 

Tewksburg,  Mass   Partially  in  shacks. 

Hathorne,  Mass   Separate  building  for  each  sex. 

Westborough,  Mass   Separate  building  for  each  sex. 

Traverse  City,  Mich   Separate  building  for  women. 

Kalamazoo,  Mich   Separate  wards. 

St.  Peter,  Minn   Separate  building  accommoda- 

ting 60  patients. 

Asylum  P.  O.,  Miss   Tents. 

Willard,  N.  Y. .    Partially  in  tents;  partially  in 

separate  buildings. 

Poughkeepsie,  N.  Y   Separate  building  for  each  sex. 

Buffalo,  N.  Y   Separate  building  for  women. 

Binghamton,  N.  Y   Pavilion  accommodating  100 

patients. 

Ogdensburg,  N.  Y   Pavilion  accommodating  100 

patients. 

Rochester,  N.  Y   Separate  wards. 

Gowanda,  N.  Y   Separate  wards. 

Ward's  Island,  N.  Y   Pavilions  and  tents. 

Central  Islip,  N.  Y   Pavilion  accommodating  100 

patients. 

Kings  Park,  N.  Y   Separate  building  for  each  sex. 

Wernersville,  Pa   Shacks  used  in  summer. 

Warren,  Pa   Separate  building  accommoda- 

ting 250  patients. 

Dixmont,  Pa   Separate  building  for  each  sex. 

Norristown,  Pa   Separate  building  for  each  sex. 

Howard,  R.  I   Tents. 
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Petersburg,  Va   Shacks  and  tents. 

Wauwatosa,  Wis   Separate  building. 

Toronto,  Ontario   Tents. 

Kingston,  Ontario   Shacks. 

Hamilton,  Ontario   Separate  building  accommoda- 
ting 24  patients. 

Penetanguishene,  Ontario,  Tents. 

Quebec,  Canada   Separate  building. 


The  sources  from  which  our  institutions  recruit  tuber- 
culosis are  two:  First — The  patients  who  are  admitted 
with  the  disease  which  may  or  may  not  be  recognized  at 
the  time.  Second — The  cases  which  develop  in  the  insti- 
tution. The  relative  importance  of  each  source  is  diffi- 
cult to  gauge — they  doubtless  differ  in  different  institu- 
tions depending  on  the  one  hand  upon  the  communities 
from  which  patients  are  received,  whether  from  the  con- 
gested districts  of  large  cities  or  from  the  rural  and  farming 
regions;  and  on  the  other  hand  upon  the  local  conditions 
existing  in  the  hospital  as  the  presence  of  overcrowding, 
the  ventilation,  and  the  general  standard  of  care  main- 
tained. 

At  the  St.  Lawrence  State  Hospital  in  1907,  38  patients 
were  transferred  to  the  pavilion  set  apart  for  the  treat- 
ment of  tuberculosis  of  whom  15  were  recognized  as  such 
on  admission  and  23  had  been  resident  of  the  hospital  for 
a  length  of  time  as  follows: 

Less  than  one  year   7 

Between  one  and  five  years   4 

More  than  five  years   12 

Where  the  disease  made  its  appearance  during  the  first 
year  of  asylum  residence  it  may  have  been  present  and 
unrecognized  at  the  time  of  admission.  This  is  probable 
where  the  general  physical  condition  was  much  reduced 
and  the  patient  did  not  gain  in  strength.  Where  the  dis- 
ease makes  its  appearance  after  a  year  or  more  of  fair 
physical  health  the  hospital  may  fairly  be  charged  with 
aiding  and  abetting  the  disease,  if  not  with  originating  it. 
It  is  impossible  in  the  majority  of  insane  patients  to  diag- 
nose tuberculosis  in  its  incipient  stages;  the  nice  co- opera- 
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tion  on  the  part  of  the  patient  to  elicit  the  crepitant  rale 
can  rarely  be  obtained  and  one  may  be  pardoned  for 
failure  to  discover  fairly  well-marked  foci  in  many  insane 
persons.  It  is  only  when  coarse  physical  signs  as  consol- 
idation and  bronchial  breathing  are  present  that  one  can 
be  sure  of  his  diagnosis  in  many  cases.  Among  the  insane 
the  constitutional  symptoms  have  less  value  than  among 
the  sane;  fluctuations  in  weight  and  temperature  and  even 
sweating  are  not  conclusive  as  they  are  frequently  con- 
comitants of  an  abnormal  condition  of  the  nervous  sys- 
tem, and  cough  is  sometimes  absent  when  the  disease  is 
well  advanced.  These  facts  emphasize  the  importance  of 
careful  observation  of  newly  admitted  patients  to  the  end 
that  the  patient  himself  may  receive  proper  treatment 
and  the  health  of  the  household  be  safeguarded.  There 
are  no  conditions  under  which  the  use  of  such  diagnostic 
aids  as  Tuberculin  is  of  greater  value  than  among  the  in- 
sane and  it  should  be  employed  in  every  case  where  satis- 
factory physical  examination  is  impracticable  at  the  time 
of  a  patient's  admission  or  on  any  subsequent  occasion. 

Turning  now  to  the  cases  which  appear  to  originate  in 
the  institution,  it  is  the  experience  of  the  writer  that  there 
is  great  diversity  in  the  classes  of  patients  among  whom 
it  makes  its  appearance.  At  the  St.  Lawrence  State  Hos- 
pital there  are  two  detached  cottages,  each  accommoda- 
ting 70  men  patients  who  are  regularly  employed  at  farm 
and  garden  work,  and  during  the  past  fifteen  years  no 
case  of  tuberculosis  has  originated  in  either  cottage.  In 
some  other  wards  one  or  more  cases  have  developed  nearly 
every  year.  Those  wards  in  which  it  is  most  frequently 
found  are  occupied  by  the  demented  and  untidy  classes, 
and  the  so-called  disturbed.  These  are  the  wards  in  large 
public  hospitals  which  tend  to  become  overcrowded  even 
when  in  the  institution  as  a  whole  the  overcrowding  is  not 
great.  This  is  due  in  part  to  the  desire  of  the  officers  to 
remove  objectionable  patients  from  the  better  wards, 
thereby  rendering  them  more  attractive  to  the  intelligent 
patients,  and  partly  for  the  reason  that  individuals  of  this 
class  can.not  take  part  in  occupations  which  would  remove 
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them  from  the  ward  during  the  working  hours,  and  many 
on  account  of  their  physical  condition  can  not  even  be 
taken  out  for  exercise,  hence  they  lead  a  comparatively 
inactive  and  an  indoor  life.  The  mere  fact  that  the  ward 
is  crowded  renders  rather  urgent  the  necessity  of  keeping 
people  in  their  places;  the  requirements  of  good  order  are 
too  frequently  construed  by  nurses  and  attendants  as 
having  patients  seated  in  their  places  and  to  discourage  all 
activity.  Those  patients  who  can  be  employed  and  who, 
therefore,  are  off  the  ward  a  portion  or  the  greater  part 
of  each  day,  unless  crowded  in  sewing  rooms  and  shops, 
are  usually  in  a  healthier  condition  and  freer  from  tuber- 
culosis than  those  remaining  on  the  wards.  As  most 
institutions  for  the  insane  have  farms  or  large  gardens 
where  patients  may  be  employed,  it  is  comparatively  easy 
to  find  suitable  employment  out  of  doors  for  men  and 
difficult  to  provide  work  for  women,  except  housework  and 
indoor  occupations  as  sewing,  rug  making,  chair  caning, 
and  other  more  or  less  sedentary  tasks. 

Let  us  see  how  the  prevalence  of  tuberculosis  differs  in 
the  two  sexes,  bearing  in  mind  this  well  recognized  differ- 
ence in  the  employment  and  modes  of  life  of  our  hospital 
inmates.  In  the  period  1888  to  1906,  according  to  the 
report  of  the  New  York  State  Commission  in  Lunacy,, 
there  were  28,106  deaths  from  all  causes  in  the  New  York 
State  hospitals  for  the  insane.  Of  these  15,242  were  men 
and  12,864  were  women.  Among  the  men  1,463  died 
from  tuberculosis,  or  9.5  per  cent,  while  among  the  women 
there  were  2,596  deaths  from  tuberculosis,  which  is  20.1 
per  cent — more  than  twice  the  death  rate  among  the  men 
from  this  cause.  The  death  rate  among  the  men  in  State 
hospitals  is  slightly  less  than  that  of  the  State  at  large; 
among  the  women  it  is  more  than  twice  as  high  as  thai  of 
the  State  at  large,  and  what  is  more  significant,  more  than 
twice  that  of  the  men  in  the  same  institutions.  Inquiries 
made  in  other  States  show  that  the  conditions  are  virtu- 
ally the  same  throughout  the  United  States.  In  almost 
every  State  in  the  Union  the  number  of  cases  of  this  dis- 
ease among  women  greatly  exceed  those  among  men. 
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The  following-  table  shows  the  form  of  insanity  of  the 
119  cases  in  which  active  tuberculosis  was  found  post 
mortem  in  a  series  of  828  autopsies. 


Terminal  dementia..-.   51 

Chronic  mania   11 

Chronic  melancholia   12 

Senile  insanity   11 

Epilepsy   9 

Acute  melancholia   7 

General  paralysis   8 

Acute  mania   3 

Imbecility   3 

Organic  dementia   1 

Paranoid   1 

Miscellaneous   2 


In  the  above  series  of  828  autopsies  447  were  on  men 
and  381  on  women.  Among-  the  women  active  tubercu- 
losis was  found  62  times,  or  16.2  per  cent;  among  the 
men  57  times,  or  12.7  per  cent. 

There  are  a  few  large  public  hospitals  for  the  insane  in 
the  United  States  in  which  the  disease  is  almost  if  not 
wholly  unknown.  I  refer  to  the  State  hospital  at  Provo 
City,  Utah.  The  superintendent,  Dr.  Calder,  informs  me 
that  there  is  not  now  nor  has  there  been  for  the  past  five 
years  a  single  case  of  tuberculosis  among  the  353  inmates. 
Practically  the  same  may  be  said  of  the  State  hospital  at 
Reno,  Nevada,  where  the  disease  is  unknown  except  for  an 
occasional  patient  admitted  with  it,  and  there  have  been 
no  deaths  from  it  for  several  years  past.  It  is  interesting 
in  this  connection  to  notice  that  the  altitude  of  these  in- 
stitutions is  4,560  and  4,500  feet  respectively  above  the 
sea  level,  but  Dr.  Calder  adds  another  significant  remark 
when  he  says,  "  In  this  latitute  we  are  able  to  have  all  of 
our  patients,  except  now  and  then  a  bed  patient,  out  of 
doors  a  part  of  each  day,  almost  all  of  the  year.  During 
the  spring,  summer  and  fall  they  spend  on  an  average 
five  hours  each  day  in  the  open  air." 

Prevention  of  Ttiberculosis :  —  It  is  now  generally  recog- 
nized that  among  the  insane  as  elsewhere  tuberculous 
patients    should    be    removed    from   contact   with  the 
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healthy,  and  afforded  the  treatment  which  can  be  given 
only  in  special  structures  of  one  sort  or  another  as 
pavilions,  tents  and  sheltered  porches.  To  this  end 
no  patient  should  be  admitted  to  the  general  wards 
of  an  institution  until  the  presence  of  the  disease 
has  been  excluded.  Overcrowding  in  wards  and  dormi- 
tories should  be  avoided,  and  particularly  those  depart- 
ments occupied  by  the  demented  and  inactive  classes. 
The  writer  realizes  fully  the  difficulty  in  accomplishing 
this  very  evident  precaution,  but  believes  that  when  we 
can  go  to  the  legislature  with  stronger  objections  to  over- 
crowding than  mere  difficulties  of  administration  we  will 
be  more  likely  to  obtain  the  relief  which  we  seek.  All 
patients  physically  able  should  be  exercised  and  when 
possible  employed  in  the  open  air  daily.  When  patients 
are  on  the  wards  they  should  be  warmly  dressed  and  fresh 
air  should  be  admitted  through  open  windows  in  such 
quantities  as  to  effectually  do  away  with  any  suggestion 
of  foul  air  in  the  rooms.  The  clothing  worn  by  one 
patient  should  not  be  used  by  another  until  it  has  been 
sterilized.  The  danger  here  is  particularly  in  the  use  of 
shawls,  hoods  and  wraps  for  the  neck.  The  same  rule 
should  apply  to  the  use  of  blankets  and  bed  linen.  Care 
should  be  exercised  that  infection  is  not  conveyed  through 
cups,  for  drinking  water.  The  wards  for  women  as  well 
as  those  for  men  should  be  supplied  with  cuspidors  of 
appropriate  type  and  the  patients  taught  to  use  them. 

It  is  worthy  of  remark  that  those  institutions  which 
have  provided  separate  pavilions  or  have  adopted  the  use 
of  tents  have  almost  uniformly  reported  a  decrease  in  the 
prevalence  of  tuberculosis  in  the  institutions.  Some  of 
my  correspondents  have  characterized  it  as  a  remarkable 
decrease.  I  have  no  figures  to  present  except  the  result 
of  the  work  of  the  tuberculosis  pavilion  at  Ogdensburg, 
which  to  us  have  been  extremely  gratifying.  During  the 
first  year  of  its  operation  four  of  the  patients  were  dis- 
charged from  custody,  apparently  cured  of  tuberculosis, 
and  three  of  them  recovered  from  insanity,  and  the  fourth 
much  improved.    Fourteen  others  improved  to  such  a  de- 
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gree  that  all  active  symptoms  subsided  and  physical  exam- 
ination was  either  neg-ative  or  showed  only  diminished 
resonance  over  the  affected  area.  During  the  second 
year  nine  of  the  patients  were  discharged  from  the  pavilion 
to  other  wards  of  the  hospital  as  not  requiring  further 
treatment,  and  five  others  were  returned  to  their  homes  in 
a  condition  to  resume  their  occupations.  During  the 
second  year  the  number  of  deaths  declined  from  34  to  19, 
the  lowest  in  seven  years,  and  tuberculosis  which  has 
heretofore  occupied  first  place  in  the  causes  of  mortality 
has  been  reduced  to  fourth.* 


*  Since  the  foregoing  was  written  the  results  of  another  fiscal  year  are  avail- 
able and  it  is  found  that thenuinber  of  deaths  from  tuberculosis  again  declined, 
this  time  to  17,  exactly  50  per  cent  of  the  number  reached  three  years  ago.  The 
total  number  of  deaths  in  these  two  years  was  respectively  156  and  157. 


REPORT  OF  THE  INTER-HOSPITAL  CONFER- 
ENCE  OF  PHYSICIANS  HELD  AT  THE  ST. 
LAWRENCE  STATE  HOSPITAL,  OGDENS- 
BURG,  N.  Y.,  JULY  14  AND  15,  1908. 

The  conference  was  arranged  under  the  general  direc- 
tion of  Dr.  Adolf  Meyer  of  the  Psychiatric  Institute. 

Dr.  Richard  H.  Hatchings,  medical  superintendent  of 
St.  Lawrence  State  Hospital,  presided  at  the  meetings  of 
the  conference  and  introduced  the  speakers  and  par- 
ticipants. 

Projections  of  pathological  specimens  were  made  by 
Dr.  Dunlap  and  Dr.  Lambert  of  the  Institution. 

Present — 

Dr.  Adolf  Meyer,  Director,  also  Dr.  C.  B.  Dunlap  and  Dr.  C.  L 

Lambert  of  the  Psychiatric  Institute. 
Dr.  William  L.  Russell,  Medical  Inspector  of  the  State  Commission 

in  Lunacy. 

Dr.  Thomas  J.  Currie  of  Willard  State  Hospital. 

Dr.  Erving  Holley  of  Willard  State  Hospital. 

Dr.  W.  H.  Veeder  of  Rochester  State  Hospital. 

Dr.  E.  P.  Ballantine  of  Rochester  State  Hospital. 

Dr.  George  E.  Armstrong  of  Buffalo  State  Hospital. 

Dr.  Joseph  B.  Beits  of  Buffalo  State  Hospital. 

Dr.  William  Gibson  of  Rockwood  Asylum,  Kingston,  Ontario. 

Dr.  W.  S.  Conn  ell  of  Rockwood  Asylum,  Kingston,  Ontario. 

Dr.  Richard  H.  Hutchings,  Dr.  E.  M.  Somers,  Dr.  R.  L.  Leak,  Dr. 

E.  A.  Nevin,  Dr.  C.  M.  Burdick,  Dr.  C.  S.  Pease,  Dr.  J.  M. 

O'Neill,  Dr.  J.  L.  Van  De  Mark,  Dr.  W.  F.  Gavin  and  Dr. 

Alice  Baxter  of  St.  Lawrence  State  Hospital. 

There  were  also  present  several  physicians  from  the 
city  of  Ogdensburg,  N.  Y. 
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Presentation  and  Discussion   of  Cases  of  Constitu- 
tional Inferiority  with  Psychoses. 

Dr.  Hutchings:  The  subject  chosen  for  discussion  at 
this  conference,  as  you  have  been  informed  by  our  circular 
letter,  is  that  of  mental  inferiority  in  its  relation  to  psy- 
choses in  general,  and  particularly  to  psychoses  met  with 
in  persons  of  inferior  mental  development.  What,  if  any, 
influence  does  this  defect  exert  on  the  clinical  picture  to 
alter  it  and  render  it  atypical?  We  hope  to  obtain  answers 
to  several  questions  in  relation  to  this  subject.  All  of  us 
have  probably  used  the  term,  "excitement  in  an  imbe- 
cile"; we  fall  back  on  that  sometimes  when  we  have 
nothing  more  definite  to  give,  but  I  must  confess  it  is  a 
very  vague  term  to  my  mind.  I  do  not  know  what  excite- 
ment in  an  imbecile  is,  and  though  it  has  been  discussed 
warmly  at  our  staff  meetings,  we  can  not  come  to  any 
harmonious  conclusion. 

A  few  years  ago,  in  our  annual  reports,  we  used  to  refer, 
in  the  classification,  to  "imbecility  with  excitement." 
Presently,  we  became  perplexed  with  imbeciles  wTith  de- 
pression and  imbeciles  with  a  paranoid  trend,  so  we 
bridged  the  gulf  by  saying  "imbeciles  with  psychoses"; 
but  that  does  not  say  very  much  as  to  what  kind  of  psy- 
chosis might  have  been  present  in  the  imbeciles.  I  realize 
the  first  difficulty,  which  will  confront  us,  wTill  be — what 
is  an  imbecile  and  what  constitutes  mental  deficiency?  It 
is  not  always  easy  to  determine  these  points;  here,  we 
have  been  guided  by  the  history  together  with  symptoms 
found  in  the  individual,  the  early  life  of  the  patient,  the 
age  when  he  began  to  walk  and  talk,  when  he  began 
school,  what  progress  he  made  in  school,  what  his  conduct 
was  in  youth,  and  what  success  he  had  in  business;  when 
he  made  business  changes  whether  they  were  for  his 
benefit  or  detriment,  and  approached  the  subject  from  a 
general  point  of  view  rather  than  depend  upon  specific 
guides,  which,  frequently,  are  unreliable. 

The  first  cases  will  be  presented  by  Dr.  Leak. 
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Case  i.    P.  C.    Male,  age  38;  married;  teamster.  Ad- 
mitted August  27,  1907. 
Heredity  negative. 

Personal  history  is  that  he  has  always  lived  in  farm  and 
village  sections  and  has  been  considered  a  simple,  credu- 
lous, although  honest  and  hardworking  individual;  habits 
strictly  temperate.  In  1902,  the  patient  lost  a  piece  of 
property  on  account  of  a  mortgage's  having  been  foreclosed 
before  it  was  due,  the  man  who  held  the  mortgage  taking 
advantage  of  the  patient's  defective  mentality.  This 
bothered  him  for  a  brief  period  and  then  passed  from  his 
-mind,  so  that  he  continued  in  his  usual  methods  of  living 
until  the  early  part  of  1907.  At  this  time,  a  neighbor, 
who  lived  in  part  of  the  double  house,  bothered  him  by 
continually  driving  across  a  piece  of  land  instead  of  using 
the  regular  roadway.  This  led  to  frequent  quarrels,  and 
-finally  the  patient  ordered  the  neighbor  (who  was  his 
tenant)  to  move.  This  the  neighbor  refused  to  do,  and 
the  incident  and  subsequent  quarrels  rankled  in  the 
patient's  mind  until  finally  in  May,  three  months  prior  to 
admission,  he  began  expressing  the  idea  that  this  neighbor 
was  telling  stories  about  his  wife's  infidelity  and  was  preju- 
dicing people  in  the  village  against  him,  so  that  he  could 
not  obtain  employment,  and  was  telling  many  false  stories 
about  him ;  also  that  the  people  in  town  would  hoot  and 
yell  at  him  and  make  fun  of  him.  As  a  matter  of  fact, 
the  patient  continued  working  as  a  teamster  for  a  manu- 
facturing concern  and  was  well  thought  of.  He  talked 
also  of  obtaining  some  legal  redress  and  was  then  told  by 
the  people  of  the  village  that  this  neighbor  was  a  member 
of  several  secret  societies  and  he  would  be  unable  to 
obtain  a  judgment  against  him  on  that  account.  He 
thereupon  developed  the  idea  that  these  orders,  particu- 
larly the  Odd  Fellows  and  Masons,  were  also  using  their 
influence  against  him,  and  that  even  the  justice  of  the 
peace  was  biased.  At  this  time,  he  began  eating  and 
sleeping  poorly  and  made  vague  threats  of  suicide.  He 
began  directly  to  accuse  his  wife  of  being  untrue  and 
thought  she  had  influenced  the  children,  as  they  did  not 
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seem  to  be  as  friendly  toward  him  as  formerly.  It  is 
stated  that  people  actually  did  joke  with  him  and  make 
fun  of  him,  as  is  often  the  case  with  simple-minded  indi- 
viduals, and  that  this  continually  added  to  his  belief  that 
he  was  being  persecuted  and  wronged.  Finally,  on  the 
afternoon  and  evening  of  August  24,  1907,  he  became 
much  excited  and  talked  loudly  and  continuously  about  his 
abuse,  and  threatened  to  "shoot  up  the  town  ".  Upon 
reaching  home  that  evening,  he  began  abusing  his  wife, 
throwing  chairs  and  other  furniture  about,  pulling  boards 
from  the  side  of  the  house,  and  was  very  noisy,  irritable 
and  threatening.  For  this  he  was  soon  arrested,  when  he 
became  quiet  and  reticent  although  not  depressed. 

On  admission  to  the  hospital,  physically  he  was  a  well- 
developed  man,  complaining  of  pain  in  his  left  side  near 
the  shoulder  and  of  having  dizzy  spells  whenever  he 
would  work  in  the  hot  sun.  When  approached,  he  was 
quiet,  was  perfectly  oriented  as  to  place  and  persons  but 
was  unable  to  give  the  month,  year,  or  day.  His  grasp 
on  surroundings  was  fair  in  that  he  recognized  the  nurses 
and  patients  as  such,  but  he  was  unable  to  give  any  other 
information,  giving  as  an  excuse  that  he  had  "been  ad- 
vised by  people  at  home  not  to  pay  any  attention  to  what 
he  would  see  here  ".  His  insight  was  fair  and  he  explained 
his  recent  trouble  by  saying  he  got  mad  and  excited  be- 
cause he  worried  over  this  trouble  with  the  neighbor.  He 
states,  however,  that  at  present  he  is  able  to  control  him- 
self. His  memory  for  remote  past  was  deficient.  He  was 
able  to  tell  only  of  the  leading  events  of  his  life,  saying 
that  he  had  attended  district  school  for  a  very  brief  period 
and  obtained  no  learning,  and  that  he  has  always  been 
employed  as  a  common  laborer,  was  married  in  1891  and 
had  two  children,  and  has  had  no  difficulties  until  those 
previously  spoken  of.  His  memory  for  recent  past  was 
good  except  for  events  during  the  brief  period  of  excite- 
ment just  prior  to  his  commitment.  He  described  cor- 
rectly his  coming  to  the  hospital  and  what  was  done  for 
him  on  admission.  His  judgment  has  evidently  been 
defective  and  he  has  misinterpreted  the  acts  of  others  at 
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his  home  and  he  has  been  easily  influenced  by  what  he 
has  been  told.  His  education  is  defective.  He  can  give 
no  general  information  about  the  country  and  is  unable  to 
read.  He  could  write  his  name  only  very  poorly.  At  the 
time  of  his  admission,  his  excitement  had  disappeared  and 
he  had  no  definite  recollection  of  it  and  there  seemed  to 
be  a  period  of  amnesia  covering  the  afternoon  and  evening 
of  the  day  when  his  excitement  was  at  its  height.  He 
presented  ideas  of  a  mild  persecutory  nature,  directed 
against  his  neighbor  and  townspeople,  but  otherwise  was 
•clear,  and  his  reactions  were  simply  those  of  an  inferior 
individual.  His  persecutory  ideas,  however,  were  but 
loosely  held  and  he  soon  became  convinced  that  he  was 
mistaken,  so  that  by  December  30  he  presented  no  delu- 
sional trend.  His  improvement  was  continuous  and  at 
the  time  of  his  discharge  (January,  1908)  he  seemed  to 
have  recovered  his  normal  mental  condition  and  since 
then  has  continued  well. 

This  case  presents  a  defective  individual,  who  experi- 
enced a  difficulty  about  which  he  subsequently  worried, 
and  later  developed  a  persecutory  upset,  which  terminated 
in  intense  excitement  for  a  brief  period.  This  excite- 
ment, quickly  subsiding,  left  an  unsystematized  paranoid 
trend  which  soon  disappeared.  The  patient's  content  of 
thought  and  his  store  of  knowledge  were  small.  His 
judgment  is  defective  and  his  psychosis  was  of  very  brief 
duration.  He  does  not  present  any  of  the  usual  features 
as  seen  in  manic-depressive  ps3rchoses,  such  as  distracti- 
bility,  rhyming,  flight  of  ideas  or  sound  associations. 
The  emotional  state  was  not  elated  and  the  psychomotor 
activity  was  not  present  except  for  a  brief  period,  when 
he  appeared  most  excited.  He  did  not  present  the  alert, 
keen  reactions  of  a  manic  state. 

Case  2.  F.  C.  Male,  age  39;  agricultural  laborer; 
single.    Admitted  June  27,  1908. 

Heredity.  Mother  and  maternal  grandmother  said  to 
be  insane;  maternal  aunt  is  a  patient  in  this  institution. 

Personal  History,    Has  always  been  considered  a  rather 
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simple  individual  and  of  inferior  makeup,  but  has  been 
in  good  general  health  until  about  one  year  ago,  when  it 
is  stated  he  had  a  mild  period  of  excitement  lasting  about 
two  weeks.  He  was  not  attended  by  any  physician,  and 
no  definite  information  could  be  learned  in  regard  to  this 
attack.  It  appears  that  the  patient  has  shown  rather  poor 
judgment  in  making  trades  and  in  one  of  these  several 
years  ago  is  said  to  have  traded  some  property  for  a  horse 
and  rig  and  a  few  other  things,  much  to  his  own  disad- 
vantage, though  it  did  not  seem  to  affect  his  mental  con- 
dition at  that  time.  Just  prior  to  his  commitment,  one  of 
the  cows  of  his  employer  died  rather  suddenly  and  he  was 
informed  that  his  employer  poisoned  it.  Of  this,  how- 
ever, he  has  no  proof  and  the  incident  seems  to  have 
passed  without  further  attracting  his  attention. 

Onset  of  psychosis  is  said  to  have  been  rapid,  about 
June  10,  1907,  when  he  began  expressing  the  idea  that 
people  were  trying  to  injure  him.  He,  in  turn,  threatened 
injury  to  members  of  his  employer's  family  and  became 
much  excited,  talking  in  a  rambling,  incoherent  manner. 
Would  wander  aimlessly  about,  would  frequently  talk  to 
himself,  was  apparently  forgetful  and  when  reminded  of 
his  failings  or  opposed  in  any  way  became  irritable  or 
threatening;  he  also  expressed  the  idea  that  the  man  with 
whom  he  had  traded  some  time  previously  had  poisoned  his 
employer's  cow  in  order  to  get  a  hold  on  him  and  keep 
him  at  work,  and  that  others  were  now  trying  to  defraud 
liim  of  his  horse  and  to  ruin  his  character.  He  accused 
his  sister  of  stealing  his  pocketbook  and  became  very 
threatening  in  his  attitude  toward  her,  his  whole  conduct 
and  actions  being  those  of  marked  excitement.  En  route 
to  the  hospital,  patient  was  very  resistive  and  threaten- 
ing, declaring  that  he  was  not  insane  and  that  people 
were  merely  trying  to  get  him  out  of  the  way. 

Pliysically,  on  admission,  showed  a  well-developed  man; 
height  5  feet,  7^  inches;  weight  148  pounds.  With  the 
exception  of  a  slight  tremor  of  the  tongue  and  extended 
fingers,  there  was  nothing  abnormal  physically. 

Mentally  he  was  quiet  and  pleasant  at  first  but  inclined 
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to  be  somewhat  boastful  and  egotistical,  and  declared  he 
was  not  insane.  His  orientation  was  perfect  except  as  to 
the  year,  which  he  called  1992.  His  grasp  on  surround- 
ings was  fair.  He  had  learned  the  names  of  a  number  of 
people  about  him  but  was  unable  to  describe  what  they 
did.  His  memory  is  defective  as  to  the  remote  past  and 
it  is  apparent  that  the  events  of  his  life  have  made  very 
little  impression  upon  him  and  that  his  mode  of  life  has 
been  simple.  He  was  unable  to  tell  the  year  of  his  birth 
or  give  his  age  correctly,  but  states  he  went  to  school 
until  about  twelve  years  of  age  and  since  has  worked  as 
common  farm  laborer,  earning  the  usual  pay  for  such 
work,  and  has  accumulated  a  small  amount  of  property. 
He  has  shown  a  tendency  to  drift  from  one  employer  to 
another  without  definite  reasons  and  without  bettering 
himself.  His  memory  for  recent  past  is  clear  as  to  im- 
portant events  only,  and  he  denies  the  statements  made 
in  regard  to  his  conduct  just  prior  to  coming  to  the  insti- 
tution. He  was  able  to  describe  his  coming  to  the  hospi- 
tal and  what  was  done  for  him  on  admission.  His  school 
knowledge  is  very  deficient.  He  was  unable  to  recite  the 
alphabet,  the  Lord's  Prayer,  or  any  common  geographical 
data.  His  calculation  was  very  poor,  even  for  simple 
sums,  and  he  was  unable  to  read.  His  handwriting  is 
scrawling  and  almost  illegible.  His  retention,  when 
tested  for  numbers  and  names,  was  deficient,  for  he  was 
unable  to  remember  such  for  even  twenty  or  twenty-five 
minutes. 

The  patient,  after  his  admission,  denied  emphatically 
the  presence  of  any  hallucinations  and  ever  having  shown 
any  tendency  to  violence  or  having  threatened  himself  or 
others,  stating  that  the  incident  between  him  and  the 
man  with  whom  he  made  the  trade  had  long  past  and  was 
forgotten,  but  still  thinks  the  cow  did  die  under  suspicious 
circumstances. 

Complete  and  thorough  questioning  at  the  time  of  his 
admission  failed  to  bring  out  any  further  delusional 
trend.  He  was  emphatic  in  his  denial  as  to  his  insanity 
and  would  frequently  demand  his  release  immediately, 
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stating  that  he  was  not  committed  here  by  any  regular 
process  but  merely  brought  by  force,  though  the  facts  had 
been  explained  to  him.  Following  his  initial  examina- 
tion, he  remained  rather  compliant,  but  soon  expressed 
the  idea  that  his  employer  had  defrauded  him  out  of  the 
sum  of  $650.  He  became  less  interested  in  his  surround- 
ings, refusing  to  talk  occasionally  and  explaining  merely 
by  saying  that  the  other  patients  knew  what  he  was  here 
for.  Within  a  few  days,  however,  he  was  industrious,  and 
at  the  same  time  became  rather  restless  and  uneasy,  con- 
stantly moving  about  the  ward,  and  would  assault  the 
other  patients  on  very  slight  provocation.  His  general 
attitude  and  manner  were  of  mild  excitement,  but  pre- 
senting no  flight  of  ideas,  distractibility,  or  the  usual 
manic  features.  Following  this  he  became  quite  irritable 
and  would  easily  become  excited,  soon  becoming  indolent 
again  and  occasionally  saying  that  he  was  sent  here 
because  he  had  no  learning  and  that  people  were  defraud- 
ing him  out  of  a  good  place.  He  still  denied  any 
threatening  attitude  at  home  and  seemed  to  have  no 
ill  will  toward  his  people  or  his  employers.  He  fre- 
quently would  become  noisy,  shouting  loudly  in  regard  to 
his  being  detained  against  his  will.  When  he  was  not 
permitted  to  escape  from  the  veranda  upon  which  the 
patients  were  exercising  on  one  occasion,  he  assaulted 
the  attendant.  At  times,  he  would  go  about  the  ward 
teasing  the  other  patients  by  pulling  their  coats  or  pushing 
them  around.  In  the  spring  of  1908,  he  gradually 
became  industrious,  but  still  showed  an  undercurrent  of 
irritability,  which  became  more  pronounced  whenever  he 
was  pressed  for  information.  He  has  at  no  time  shown 
any  deterioration  symptoms  or  hallucinations  and  in  June, 
1908,  he  was  well  oriented.  He  denied  emphatically  state- 
ments in  regard  to  his  having  trouble  at  home  and  had 
no  recollection  of  those  things.  He  was  able  to  give  a 
consecutive  account  of  his  life,  which  seemed  to  be  accu- 
rate. He  was  quiet,  orderly,  adapted  himself  well  to  his 
surroundings,  and  so  far  as  could  be  judged  recovered 
his  normal  mental  condition,  but  had  a  period  of  amnesia 
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corresponding  to  the  height  of  his  excitement  just  prior 
to  his  commitment. 

Diagnosis.  This  is  the  case  of  a  defective  individual 
who  suddenly  developed  excitement  of  irregular  type  with 
presence  of  ideas  of  a  persecutory  nature.  He  had  no  in- 
sight and  apparently  no  recollection  of  his  acts  and  con- 
duct just  prior  to  admission.  His  history  showed  no 
alcoholic  traits  but  his  actions  were  apparently  due  to 
defective  judgment.  His  condition,  although  irritable 
and  at  times  restless,  did  not  present  the  activity  as  seen 
in  manic  conditions;  nor,  on  the  other  hand,  was  there 
any  symptom  pointing  to  catatonic  excitement.  While 
at  the  hospital,  he  showed  no  disturbances  of  apprehen- 
sion. He  fully  appreciated  his  environment  and  there 
was  no  disturbance  of  thought  and  speech  of  the  manic 
type. 

This  case  shows  a  more  advanced  degree  than  Case  i 
because  of  his  intense  irritability.  He  also  had  period  of 
restlessness  after  coming  to  the  hospital.  There  was  no 
tendency  to  talk,  except  in  regard  to  his  illegal  detention. 
Inquiry  into  this  man's  habits  showed  no  alcoholic  traits, 
and  he  presented,  as  in  the  first  case,  a  period  of  excite- 
ment with  a  corresponding  period  of  amnesia.  These 
two  cases  resemble  one  another  in  their  general  features, 
that  is,  each  having  a  period  of  excitement  with  a  mild 
persecutory  trend.  There  were  no  disturbances  of  appre- 
hension following  their  admission  and  the  second  patient 
only  showed  a  period  of  restlessness,  such  as  walking 
about  the  ward,  teasing  the  other  patients  by  pulling  their 
coats,  but  showing  no  other  manic  features.  There  were 
no  rhymes,  flighty  talk  or  sound  associations. 

Case  3.  W.  J.  Male,  age  18;  single;  always  lived  on 
the  farm  with  his  people.    Admitted  April  2,  1907. 

Heredity.  One  paternal  uncle  insane  in  old  age;  mother 
had  attack  of  depression  at  the  age  of  22,  following  the 
death  of  her  father,  recovered  after  nine  months'  treat  - 
.ment. 

Personal  History.    The  patient  has  always  been  consid- 
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ered  a  rather  simple-minded  boy,  who  obtained  only  fair 
district  school  education.  He  has  always  been  somewhat 
talkative  and  nothing-  unusual  was  noticed  in  his  condition 
until  March  25,  1907,  when  he  became  quite  talkative,  ex- 
citable and  active.  This  came  on  without  any  apparent 
cause.  On  the  following-  day  he  suddenly  ran  into  the  house 
and  began  driving  nails  into  a  writing-desk  and,  when  his 
mother  remonstrated  with  him,  he  became  noisy  and 
yelled:  "  Hellfire  and  brimstone!"  Following-  this  he 
continued  talking  in  a  rambling,  incoherent  manner 
about  his  working  for  the  State  and  getting  $100  a  month 
and  all  expenses.  He  also  showed  marked  religious 
tendencies,  saying  he  was  in  God's  house,  watching 
people  come  back  from  the  Garden  of  Eden;  he  would 
talk  a  great  deal  about  his  working  in  all  the  States  of  the 
universe  and  of  handling  watches,  clothing  and  other 
valuable  things;  also  attempted  to  play  on  musical  instru- 
ments but  could  not,  and  said  he  could  hear  electrical 
sounds  on  wires.  This  period  of  excitement  and  talka- 
tiveness came  on  suddenly.  He  soon  became  irritable 
toward  his  mother  and  would  frequently  attempt  to  as- 
sault her.  The  patient  was  found  in  the  yard  at  home 
and  came  willingly  to  the  hospital. 

On  Admission,  Physically  he  was  rather  slender  individ- 
ual with  receding  chin.  Height  5  feet,  10  inches;  weight 
102  pounds.  Palate  was  narrow  and  highly  arched. 
Chest  was  long,  with  an  acute  epigastric  angle.  Examin- 
ation of  lungs  showed  pulmonary  tuberculosis.  Physical 
strength  was  decreased. 

Mentally  he  was  quiet  when  first  approached,  but  soon 
began  talking  in  a  very  rambling,  incoherent  manner  in 
regard  to  religious  topics  and  his  ability  in  many  lines. 
He  was  defective  as  to  orientation;  although  he  was  able 
to  tell  the  name  of  the  hospital  and  the  year,  he  could  not 
give  the  name  of  the  city,  day  of  the  week  or  month. 
His  grasp  on  surroundings  was  poor;  he  merely  recog- 
nized that  he  was  in  a  hospital,  but  could  not  give  any 
other  information  in  regard  to  his  environment.  He  says 
that  he  is  not  nervous  and  that  his  mind  is  not  affected  in 
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any  way  and  that  it  is  wrong  for  him  to  have  been  sent 
here.  His  memory  for  remote  past  was  also  deficient. 
His  account  of  life  was  given  in  a  rather  haphazard  man- 
ner, and  it  is  evident  that  incidents  have  made  no  lasting 
impression  upon  his  memory.  He  says  that  he  has 
always  been  sickly.  His  memory  for  the  immediate  past 
was  defective  in  that  he  was  unable  to  tell  anything  about 
his  coming  to  the  hospital  or  what  had  occurred  since, 
and  did  not  know  how  long  he  had  been  here,  yet  was  able 
to  tell  from  whence  he  came.  Grasp  on  school  knowledge 
defective;  was  unable  to  repeat  the  alphabet  correctly 
and  his  knowledge  of  current  events  and  geographical 
information  was  extremely  limited.  When  calculating 
even  the  simplest  examples  he  would  use  his  fingers  and 
mumble  to  himself.  In  repeating  the  Lord's  Prayer,  he 
did  so  with  a  great  deal  of  emphasis  and  feeling.  His 
emotional  attitude  is  usually  one  of  elation  and  happiness, 
although  not  showing  any  motor  activity.  He  has  been 
amenable  to  all  requests,  but  mechanically.  His  answers 
to  questions  are  frequently  irrelevant.  He  presented 
hallucinations  of  sight  and  hearing,  with  a  marked  religi- 
ous trend  and  egotistic  flighty  talk,  but  not  showing  any 
distractibility  or  sound  association.  He  would  frequently 
talk  of  hearing  "a  still,  small  voice  "  directing  him  and 
giving  him  power  to  do  good  and  to  heal  the  sick ;  also 
said  he  would  hear  other  voices  which  were  pleasant  and 
coming  from  the  whole  universe,  and  that  on  one  occasion 
he  saw  Christ  come  upon  the  ward.  He  states  that  some 
three  or  four  years  ago  he  was  converted  and  experienced 
a  shaky  feeling  throughout  the  whole  body,  but  did  not  see 
the  true  light  until  last  winter,  and  since  then  has  had  power 
to  heal  the  sick;  that  this  light  came  to  him  from  reading 
Christian  Science  books.  In  regard  to  his  conversion  and 
religious  attitude,  the  mother  states  that  she  has  not 
noticed  any  conduct  or  actions  pointing  to  such  a  condi- 
tion, and  it  is  probable  that  this  was  a  fabrication  on  the 
patient's  part.  He  would*  also  talk  of  his  ability  to  earn 
large  sums  of  money  and  would  frequently  say  he  was 
getting  $100  a  day  in  working  for  the  whole  universe  in 
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preaching  the  gospel,  and  would  make  reference  to  the 
union  of  the  whole  universe,  and  would  tell  vaguely  of 
his  having  cast  out  snakes  and  evil.  He  says  he  received 
many  messages  by  means  of  electricity,  and  that  he  is 
extremely  bright  in  all  things,  and  that  his  actions  show 
his  superior  knowledge.  He  would  frequently  quote 
short  sentences  such  as  are  found  in  religious  books.  His 
actions  on  the  ward  were  rather  silly  and  childish  and  in- 
fluenced by  his  religious  ideas,  his  attitude  being  self- 
satisfied  and  mildly  elated.  He  frequently  attempted  to 
play  the  piano,  but  made  only  discordant  noises. 

Following  his  initial  examination,  the  patient  became 
oriented  as  to  time  and  place  and  began  talking  about  his 
power  to  blow  the  institution  to  pieces,  reiterating  state- 
ments that  he  represented  the  largest  firms  in  the  world 
and  was  making  millions  of  money  each  day.  In  May,  he 
also  talked  about  his  having  a  wife,  saying  that  there  were 
999  families  and  999  children  in  each  family;  would  say 
that  he  owned  all  the  railroads  and  was  talking  with  the 
president  of  the  United  States  by  means  of  electrical  de- 
vices; and  that  he  was  in  command  of  a  large  body  of  men 
who  would  bombard  this  building  at  any  moment.  In 
July,  1907,  he  did  not  express  his  delusions  as  freely  and 
only  occasionally  would  refer  to  the  president,  and  if  asked 
any  questions  would  usually  reply:  "We  don't  tell  all  we 
know.  "  Became  industrious,  assisted  with  ward  work,  and 
began  talking  about  going  home.  His  physical  health  be- 
gan improving  about  this  time.  Following  this,  he  gained 
some  insight  into  his  condition  and  did  not  express  his  de- 
lusions and  when  spoken  to  about  them  said  that  he  used 
to  do  a  lot  of  talking,  but  knows  now  it  was  all  foolishness 
and  absurd.  Occasionally  becomes  somewhat  depressed, 
saying  that  he  is  homesick.  In  September,  he  was 
perfectly  oriented  and  his  conduct  and  actions  were 
in  accord  with  his  surroundings.  He  remembered  many 
of  the  absurd  things  he  had  said  and  done  and  recog- 
nized them  as  imaginations,  and  at  the  present  time 
states  that  he  is  entirely  free  from  any  hallucinations 
-and  repudiates  his  former  delusions.    His  condition  con- 
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tinued  natural  and  he  was  finally  discharged  on  October  26^ 
1907,  since  which  time  he  has  remained  in  his  usual 
mental  health. 

This  case  approaches  the  manic-depressive  condition 
more  nearly  than  do  the  others.  However,  it  shows  an 
active  hallucinosis  with  delusions,  which  are  rather  of  a 
silly  type,  resembling  very  much  a  Dementia  Praecox 
psychosis.  The  excitement,  which  he  presented,  would 
suggest  a  catatonic  condition,  but  there  were  not  present 
the  cataleptic  muscular  states  that  one  would  expect.  His 
talk,  though  flighty,  was  religious  and  egotistic,  and  he 
did  not  show  the  motor  activity  corresponding  to  his  men- 
tal activity.  His  mental  improvement  was  coincident  with 
his  physical  improvement.  These  three  cases  are  taken 
as  samples  of  a  large  number  admitted  to  the  institution 
during  the  course  of  the  year.  They  usually  recover,  and, 
in  some  instances,  come  out  of  their  psychoses  in  better 
condition  than  they  went  in,  for  they  are  benefitted  by  the 
training  and  education  they  receive  in  the  hospital.  To 
some  of  us,  it  has  not  seemed  proper  that  these  cases 
should  be  forced  into  the  manic-depressive  group,  because 
they  lack  the  psychomotor  activity  which  typifies  the 
manic-depressive  group. 

Dr.  Currie:  I  have  noticed  that,  in  weak-minded 
persons  and  cases  of  imbecility,  the  disturbances  are  apt 
to  show  decided  variation  of  symptoms  without  developing- 
a  very  marked  type  of  disturbance,  just  as  the  Doctor's 
cases  would  intimate.  Quite  a  number  are  apt  to  show  a 
persecutory  trend  in  a  mild  degree  and  sometimes  of  a 
more  severe  character.  They  are  often  unsuccessful  in 
life  because  of  being  hampered  by  their  mental  peculiari- 
ties, become  discouraged,  think  the  world  is  against  them, 
and  on  that  account  are  likely  to  develop  ideas  of  perse- 
cution. Those  that  show  the  manic-depressive  tendencies 
are  most  apt  to  be  classified  as  "  allied  to  manic-depressive" 
cases;  they  are  rarely  clear  enough  to  be  classified  simple 
manic  depressive.  The  third  case  sounds  like  Catatonia 
or  Dementia  Praecox,  as  the  Doctor  intimates,  but  there 
were  lacking  the  cataleptic  manifestations.     I  think  there 
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is  inclination  in  cases  of  weak-minded  people,  to  show 
irregular  forms  of  disturbances. 

Dr.  Ballantine:  One  thing  I  have  noticed  in  cases  of 
imbecilic  makeup,  that  have  been  under  observation  for  a 
number  of  years:  they  do  not  seem  to  deteriorate.  The 
discipline  of  the  hospital  is  such  that  after  being  there 
four,  five  or  ten  years,  they  seem  more  capable,  as  far  as 
work  is  concerned,  than  when  admitted,  even  in  respect  to 
their  mental  condition.  I  have  some  cases  in  mind,  who> 
have  been  under  observation  for  a  short  time,  who 
have  gone  home  improved,  and  can  be  cared  for  better 
than  before,  and  there  does  not  seem  to  me  to  be  much  de- 
terioration in  these  cases.  I  have  in  mind  some  cases  that 
have  come  in  under  extreme  excitement  and  perhaps  with 
paranoid  trend  and  have  lost  all  memory  for  the  period  of 
their  excitement. 

Dr.  Russell:  It  seems  to  me  that  if  we  were  to  ex- 
plain some  of  these  conditions  in  the  feeble-minded,  it 
would  help  us  to  explain  conditions  we  see  in  those  not 
feeble-minded.  If  we  could  explain  their  delirium  it 
would  help  us,  no  doubt,  to  explain  hysterical  delirium 
and  other  delirious  reactions  which  occur  in  sound-minded 
people  under  much  greater  stress  than  is  necessary  to 
bring  out  this  same  condition  in  imbeciles. 

In  the  first  two  cases  Dr.  Leak  cited,  the  beginning  of 
the  disorder  was  apparently  the  reaction  of  feeble-minded 
persons  to  certain  unpleasant  occurrences  in  their  life: 
in  one  case,  the  cow  dying;  and  in  the  other,  a  quarrel 
with  a  man  about  going  over  a  lawn;  ending  in  delirious 
or  subdelirious  episode.  It  seems  to  me  that  in  taking 
these  cases  in  hospitals,  one  of  the  difficulties  is  in  regard 
to  Dementia  Praecox;  that  we  see  deliriums  resembling- 
catatonic  delirium  and  frequently  diagnose  the  case  as 
Dementia  Praecox,  and  in  the  end  the  patient  recovers 
from  the  condition  resulting  in  commitment  and  is  dis- 
charged in  as  good  condition  as  before  the  attack.  In 
cases  I  have  seen  at  Dannemora  this  tendency  to  delirious 
reaction  in  feeble-minded  is  very  marked.  The  cases  I 
have  referred  to  are  cases  of  feeble-minded  boys  sent  to 
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Elmira  Reformatory.  At  the  Elmira  Reformatory  under 
the  old  regime  they  were  subjected  to  strict  discipline, 
very  hard  tasks  both  mental  and  physical,  were  given 
to  them,  and  when  there  was  a  lapse  of  conduct  they  were 
put  into  a  dark  cell  and  in  the  end  some  of  them  broke 
down  in  a  delirium.  They  have  hallucinations,  confused 
statements,  disorientation,  apprehension,  frequently  think 
there  is  poison  in  their  food,  which  is  a  common  symptom, 
and  are  then  sent  to  Dannemora  State  Hospital  and  in 
three  or  four  weeks  recover.  The  experience  there  shows 
that  if  they  are  sent  back  to  the  Elmira  Reformatory,  it 
frequently  happens  that  they  are  sent  back  to  Dannemora 
and  so  are  usually  kept  there  until  their  term  expires.  It 
seems  to  me  that  in  a  good  many  cases  we  should  look 
upon  it  as  reaction  in  a  feeble-minded  person.  Just  what 
the  occasion  of  the  delirium  is  awaits  explanation  as  in 
the  case  of  a  great  many  other  conditions. 

Dr.  Somers:  I  have  always  felt  that  the  diagnosis  of 
excitement  in  imbeciles  was  rather  inadequate,  yet  it 
seemed  to  me  that  they  differed  quite  materially  from 
manic  conditions,  in  that  their  excitement  rather  uni- 
formly arose  for  cause,  which  etiological  factor  has  not 
seemed  to  be  so  clear  and  apparent  in  the  manic-depressive 
cases,  so  classed.  It  seems  to  me  that  Dr.  Russell's  refer- 
ence to  the  Elmira  Reformatory  youths  rather  brought 
out  the  belief  that  these  people  react  because  of  tasks  or 
situations  occurring  in  their  life,  which  were  beyond  their 
ability  to  cope  with.  Such  types,  very  soon  after  admis- 
sion to  State  hospitals,  settle  down  and  adjust  themselves 
quite  well.  Those  who  recover  remain  here  a  compara- 
tively short  time,  and  leave  much  better  off  for  the  kindly 
discipline  which  they  have  received. 

Dr.  Hutchings:  The  cases  we  have  heard  detailed  all 
succeeded  in  making  a  recover}'  whether  perfect  or  imper- 
fect. Some  hold  that  if  there  is  a  perceptible  defect 
present  the  patient  should  not  be  regarded  as  recovered 
although  the  present  excitement  may  have  worn  off  and 
the  patient  returned  to  his  normal  condition.  Others 
argue  that  they  are  in  as  good  condition  as  before  and 
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that  for  which  they  were  sent  in  to  the  hospital  has  been 
relieved,  and  therefore  they  should  be  regarded  as  re- 
covered. There  is  another  class  of  affections  in  imbe- 
ciles which  Dr.  Burdick  will  present  which  is  somewhat 
different  from  those  we  have  already  heard. 

Dr.  Burdick:  I  have  two  cases  showing  deterioration 
symptoms,  one  showing  gradual  deterioration  extending 
along  a  number  of  years,  and  one  with  a  rather  rapid 
onset  and  rather  rapid  deterioration. 

Case  i.     E.  L.  M.    Admitted  November  12,  1907. 

Family  History.  Father  and  mother  first  cousins; 
father  insane  just  before  death  from  pneumonia  when  48; 
cousin  of  paternal  grandfather  insane. 

Personal  History.  Age  24;  female;  single;  when  a  baby 
fell  downstairs;  seemed  stunned  for  a  few  moments;  then 
screamed,  but  seemed  normal  afterward,  except  that  as 
an  infant  she  was  considered  sickly  and  delicate.  In 
childhood,  frequent  attacks  of  indigestion  with  "chills  and 
fever".  She  was  considered  duller  than  usual  for  one  of 
her  age.  Doctor  said  she  "grew  too  fast";  obstinate  and 
retiring;  menses  appeared  when  14.  At  this  time,  there 
was  a  decided  change  in  her  character,  for  she  became 
very  nervous,  even  violent,  sly  and  secretive  and  destruc- 
tive to  clothing.  She  had  entered  school  when  eight  and 
has  continued  her  education  up  to  the  time  of  coming  to 
this  hospital.  Up  to  fifteen  she  did  very  well,  but  seemed 
to  have  no  mathematical  sense.  For  four  years  previous 
to  admission  studied  French,  drawing,  English,  music, 
physiology,  arithmetic  and  history,  but  her  mother  states 
no  progress  has  been  made.  She  has  been  cleanly  in  her 
personal  habits. 

Onset  of  Psychosis.  Onset  not  exactly  known ;  gradual, 
extending  over  several  years;  cause  unknown,  unless 
developmental.  When  fourteen,  there  was  the  change  of 
character  noted.  Since  that  time  she  has  been  violent 
and  destructive  at  intervals,  becoming  so  upon  slight  pro- 
vocation, apparently  without  premeditation.  Often  simple 
opposition  was  sufficient  to  arouse  violence.    When  four- 
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teen  she  acted  peculiarly;  wished  to  seclude  herself;  would 
lock  herself  in  her  room,  close  the  door,  light  the  gas  and 
sit  reading  with  her  hair  pulled  down  over  her  face.  Her 
reading  was  preferably  Indian  stories.  Friends  thought 
she  was  trying  to  simulate  the  appearance  of  an  Indian 
woman.  About  four  years  ago  she  showed  more  irritable 
tendencies  with  waywardness;  would  leave  home  secretly 
and  take  train  without  definite  destination.  At  one  time, 
hired  a  team  and  drove  several  miles;  was  out  all  night  in 
a  wild  storm  and  not  found  until  the  next  day.  Was 
examined  by  a  specialist  at  this  time,  who  thought  she 
acted  like  a  spoiled  child,  and,  upon  his  advice,  was  sent 
to  a  convent.  Here,  she  took  up  studies,  but  made  no 
progress,  continuing  irritable  and  threatening  in  her  atti- 
tude, striking  sisters  in  charge  and  threatening  to  kill 
them;  remained  at  this  convent  three  years,  and  her 
attitude  became  so  threatening  that  her  friends  were 
obliged  to  remove  her,  when  they  took  her  to  another 
convent  in  Canada,  where  she  remained  but  two  days,  here 
exhibiting  the  same  attitude,  and  she  was  therefore  com- 
mitted to  this  institution. 

On  Admission,  Physically.  Showed  a  rather  large 
frame  with  coarse  features;  well  nourished;  palate  low 
and  broad,  arch  prominent  and  irregular  in  outline;, 
ungainly  and  awkward  in  gait:  stoops;  reflexes  quite 
active. 

Mentally.  Pleasant  and  agreeable,  but  indifferent  when 
told  the  nature  of  the  institution;  thought  she  was  here 
for  throat  trouble;  complained  of  being  choked  up  and 
frequently  cleared  her  throat;  appeared  childish  in  man- 
ner, being  over  polite,  frequently  saying  ''Excuse  me  "; 
when  lying  in  bed  would  cover  up  her  head  and  laugh  to 
herself.  When  talking  smiled  in  a  simple  fashion,  exhib- 
iting facial  tics  and  mannerisms  and  squinting.  Her 
stream  of  thought  was  clear,  but  she  talked  in  a  childish, 
simple  manner,  saying  she  would  "try  to  get  along  well 
and  not  cry."  Her  speech  showed  a  certain  hesitancy  or 
stuttering,  when  rapid;  she  was  unable  to  tell  the  year  of 
her  birth  and  did  not  know  the  day  of  the  month  or  the 
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day  of  the  week.  Her  memory  for  the  immediate  past 
showed  some  impairment,  for  she  said  she  had  come  here 
in  the  morning  when  she  had  been  admitted  in  the  after- 
noon, and  that  she  had  had  three  meals  when  she  had  had 
only  one.  Her  memory  for  the  remote  past  was  good, 
except  where  dates  were  involved.  Her  school  knowledge 
showed  defects;  she  hesitated  and  stumbled  in  giving  the 
alphabet,  began  with  December  in  giving  the  months  of 
the  year;  and  had  difficulty  in  applied  calculation,  count- 
ing on  her  fingers,  etc.  She  showed  no  delusions  and  no 
hallucinations.  She  said  she  had  a  quick  temper  and 
would  say  cross  things  before  she  thought;  that  her  tem- 
per had  involved  her  in  scrapes  and  quarrels,  but  that  it 
never  caused  her  to  be  sent  to  jail.  She  expressed  some 
somatic  ideas  about  her  throat;  she  was  afraid  there  was 
a  growth  in  it,  and  she  had  the  tendency  noted  to  hack 
considerable. 

Following  Admission,  continued  to  show  her  childish  and 
simple  makeup,  being  easily  irritated  and  annoyed;  ex- 
hibiting very  proud  and  vain  tendencies,  constantly  look- 
ing in  the  mirror  and  spending  much  time  in  combing  her 
hair  and  rearranging  her  dress.  She  cut  off  part  of  her 
hair  for  beautifying  effect,  and  desired  to  wear  many  rib- 
bons continually.  She  was  quiet  and  seclusive,  rarely 
initiated  conversation  unless  it  was  to  ask  some  one  if  she 
did  not  look  pretty;  sat  with  her  back  to  others,  and  when 
addressed  covered  her  face  with  a  magazine,  appearing 
very  shy  and  bashful.  She  took  no  part  in  games  or 
dances;  would  hide  at  church  time,  giving  as  a  reason  that 
her  clothes  are  not  good  enough;  had  the  habit  of  collect- 
ing trash  and  hiding  it;  left  her  bed  unmade  and  in  disor- 
der, and  needed  to  be  constantly  reminded  to  make  it. 
She  is  usually  irritable  when  spoken  to  concerning  it 
and  frequently  assaults;  never  makes  any  requests;  writes 
her  mother  only  when  urged;  is  employed  in  the  sewing- 
room,  but  works  in  a  careless  and  indifferent  way,  and 
shows  no  progress,  doing  only  the  simplest  kind  of  work 
and  that  not  well.  Unless  watched,  she  will  leave  her  work 
and  is  found  tearing  pictures  out  of  magazines.    At  times 
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she  is  observed  laughing-  to  herself;  is  unable  to  remember 
when  she  came  here,  except  in  a  general  way,  saying  it 
was  "last  November,  before  Thanksgiving";  gives  her 
age  and  birthday  correctly,  but  when  asked  the  year  of 
her  birthday,  says,  "  I  have  forgotten;  I  am  not  sure." 
When  asked  the  present  year,  hesitates,  and  says,  "  1908  ". 
Patient's  judgment  is  defective,  and  her  plans  are  to  go 
back  to  the  convent  and  go  to  school.  She  says  she 
thought  this  was  an  educational  institution  when  she  came 
here,  and  adds:  "  It  seems  the  school  would  be  better  for 
me."  She  thinks  she  ought  to  go  to  school  until  she 
graduates,  and  after  leaving  school  would  like  to  be 
"either  a  dressmaker  or  a  stenographer  or  something." 

Summary.  This  case  shows  a  developmental  defect, 
plus  a  psychosis  of  gradual  onset,  which  became  especially 
noticeable  at  the  beginning  of  menstruation  ten  years 
before  commitment  to  an  institution,  showing,  during 
this  time,  a  very  gradual,  but  progressive  deterioration  of 
a  mild  type,  which  has  not  taken  on  the  usual  features  of 
the  deterioration  or  dilapidation  of  true  Dementia  Praecox. 
She  shows  slyness  and  seclusiveness,  is  mildly  impulsive, 
with  occasional  assaults,  childish  but  coherent  talk,  lowered 
emotional  tone  with  general  lack  of  interest,  inability  to 
acquire  very  much  that  is  new;  impaired  judgment  as 
shown  in  her  dress  and  plans,  without  delusions  or  halluci- 
nations; no  stereotypy,  but  with  mannerisms,  probably  a 
good  basis  for  further  development  of  deterioration. 

This  patient  was  presented.  She  was  rather  stilted  in 
her  manner;  grinned  frequently;  kept  her  fingers  in  her 
ears;  answered  questions  by  Dr.  Meyer  and  others  in  a 
rather  trifling  and  decidedly  childish  manner;  seemed  to 
have  no  insight  into  her  condition;  had  no  serious  idea 
as  to  what  she  would  like  to  do,  except  she  thought  she 
might  like  to  be  a  stenographer  or  dressmaker,  but  had 
no  idea  what  responsibilities  were  involved. 

Dr.  Hutchings:  I  have  known  this  girl  a  good  many 
years  and  it  was  on  my  advice  that  she  was  sent  to  a 
convent.  I  saw  her  when  eighteen  and  she  was  dressed 
as  a  girl  of  fourteen — skirts  to  her  shoe  tops — and  at  that 
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time  had  had  many  escapades  and  had  hired  horses  and 
gone  long  distances  in  the  country,  leaving  the  carriage 
there  and  coming  back  on  the  train.  Then  she  was  a 
mischievous  girl  and  was  frank  and  candid  in  conver- 
sation, looked  one  squarely  in  the  face  and  answered 
questions  to  the  point  and  behaved  as  a  child  of  fourteen 
would.  All  these  mannerisms  have  come  on  since  that 
time,  and  the  fact  is  noteworthy  that  she  has  continued 
in  school  ten  years  and  has  made  no  further  progress 
since  fourteen.  She  advanced  to  a  certain  point  and 
since  that  time  had  gained  nothing  new  and  apparently 
has  really  lost  some  of  the  elementary  subjects,  which  she 
mastered  at  one  time. 

Case  2.    M.  L.  R.    Admitted  January  2,  1907. 
Family  History.    Mother  insane. 

Personal  History.  Age  28;  female;  single;  never  con- 
sidered bright  from  birth;  always  considered  nervous; 
common  schooling;  very  hard  for  her  to  learn;  worked 
as  a  domestic  for  several  years,  and,  it  is  claimed,  did  her 
work  intelligently. 

Onset  of  Psychosis.  Rapid;  duration,  four  weeks;,  first 
attack;  cause  unknown;  developed  while  working  away 
from  home;  began  to  complain  of  people  peeking  into  her 
bedroom  through  the  doorway;  threatened  to  knock  them 
down;  became  restless  and  more  nervous;  formed  para- 
noid ideas  against  her  employer;  threatened  to  knock  her 
down;  spoke  about  seeing  angels  and  black  things ;  would 
sit  up  in  bed  and  have  laughing  spells  and  would  tap  on 
the  wall  with  her  fingers,  saying  she  was  playing  on  the 
organ;  also  said  she  heard  voices.  She  had  many  laugh- 
ing spells  for  which  she  would  give  no  reason.  She 
threatened  to  kill  children  and  to  jump  out  of  a  second 
story  window.  Her  peculiar  conduct  occurred  in 
episodes. 

On  Admission.  Physically  she  showed  stigmata;  phys- 
ical asymmetry ;  low,  flattened  palate  (torus  palatinus) ; 
horny  callosities  on  soles  of  feet;  trophic  changes  in  nails; 
strabismus;  defective  articulation;  birth-mark  on  right 
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thigh.  Her  reflexes  were  all  very  active  and  her 
sleep  was  irregular. 

Mentally  she  was  agreeable  but  emotional,  crying 
because  of  homesickness;  anxious  to  talk  about  herself, 
and  especially  to  get  over  her  nervousness;  was  sensitive 
about  being  called  insane ;  careless  about  exposing  person ; 
understood  questions  readily,  and  gave  prompt  but  super- 
ficial answers.  Many  of  her  replies  are,  "I  can't  tell 
exactly  ".  She  was  also  contradictory  in  many  of  her  state- 
ments; attention  good;  did  not  elaborate  very  much; 
short  answers;  sensorium  clear;  childish  and  simple  in 
makeup;  unable  to  tell  the  year  of  her  birth;  did  not 
know  the  year,  month,  day  of  the  month  or  day  of  the 
week;  realized  she  was  at  a  State  hospital.  School 
knowledge  poor. 

Her  mental  trend  showed  a  mild  and  vague  paranoid 
state  of  a  very  indefinite  nature  against  the  lady  for  whom 
she  worked,  also  somatic  feelings  of  being  unable  to 
breathe,  which,  she  claimed,  were  due  to  medicine  given 
her  by  this  woman.  During  the  examination,  she  ex- 
hibited frequent  episodes  of  silly  laughter  and  on  one 
occasion  was  distracted  by  a  porter  carrying  a  bunch  of 
keys  on  a  key  chain,  when  she  volunteered,  "I  am  glad 
that  man  isn't  after  me,"  saying  something  about  his  hav- 
ing a  chain,  "and  might  chain  me  up".  She  complained 
of  what  she  called  "small  breathing  ".  When  questioned 
closely  in  reference  to  these  matters,  she  replied,  "I 
belong  to  the  church;  I  wouldn't  tell  a  lie".  She  ex- 
presses very  vague,  ill-defined  contradictory  symptoms  of 
hallucinations  of  hearing  and  sight,  seeing  angels,  and 
hearing  men  talking. 

Following'  admission  she  was  noisy  and  scolding,  claimed 
her  food  and  mouth  tasted  like  medicine,  and  of  her  in- 
ability to  breathe.  When  any  medicine  was  given  her  she 
scolded  about  its  acting  on  her  brain  and  nerves  and  said 
she  was  going  to  die.  At  intervals  she  would  scream  out 
the  one  word,  "medicine";  would  talk  to  herself,  saying 
she  was  not  crazy  but  would  be;  would  have  the  doctors 
arrested;  and  that  if  her  friends  knew  how  she  was  being 


i:;; 


treated  they  would  take  her  away,  etc.  She  had  episodes 
of  laughing  heartily  with  noisy  spells  of  shouting,  "I  am 
in  Ogdensburg  ";  "I  am  not  insane";  "  I  am  in  my  right 
mind  ".  At  night,  was  restless,  sitting  up  in  bed,  laughing 
and  talking,  getting  out  of  bed.  Six  days  after  admis- 
sion, she  gave  evidences  of  hallucinations  of  hearing,  say- 
ing she  heard  her  brother  down  stairs  calling  her  name. 
A  few  days  later  she  showed  restless  and  wandering  tend- 
encies, walking  around  aimlessly  from  one  place  to 
another,  talking  to  herself,  and  repeating  frequently, 
"Yes;  I  hear  you."  "No;  you  don't."  "Well;  come  up." 
One  day  she  was  found  lying  stretched  out  on  a  couch,  and 
said  she  was  dying  from  taking  ' '  insane  pills  ".  Evidences 
of  hallucinations  of  hearing  were  confined  to  the  first  few 
days  following  admission.  She  seemed  slightly  distracted 
at  times,  especially  by  people  around  her,  and  when  the 
physician  would  come  on  the  ward,  would  say,  "  That  one 
gave  me  the  insane  pills".  After  the  first  few  days  of  her 
admission,  began  to  show  less  activity  and  began  to  lie 
around  on  the  couch  the  greater  part  of  each  day,  but 
would  frequently  take  her  shoes  and  stockings  off  and  put 
them  on  again;  at  other  times,  would  stand  perfectly 
quiet  about  the  ward,  and  for  a  few  days  required  to  be 
spoon-fed,  giving  no  reason  for  refusing  to  eat.  She 
would  impulsively  throw  herself  on  a  couch  face  down- 
ward, and  then  jump  up  suddenly  and  strike  herself. 
She  gradually  developed  an  untidy  and  unkempt  personal 
appearance;  was  impulsive  and  would  break  dishes  at  the 
table,  and  in  one  month  after  admission  had  developed 
the  habits  of  soiling  and  wetting.  When  visited  by  friends 
she  showed  no  interest  in  their  conversation  or  presence. 
Since  March,  1907,  has  been  in  an  excitable  and  restless 
state,  showing  activity,  running  about  the  ward,  singing 
hymns,  but  only  in  part,  and  at  the  top  of  her  voice,  sud- 
denly running  and  jumping  upon  seats  and  standing  up. 
She  was  irritable  when  questioned,  and  gave  vague  and 
indefinite  answers,  scolding  to  herself  and  using  profane 
and  obscene  language,  showing  more  neglect  in  personal 
appearance ;  throwing  furniture  about  and  breaking  dishes. 
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In  these  moods  she  does  not  seem  angry,  but  she  is- 
usually  elated,  not  exactly  playful.  In  her  scolding  epi- 
sodes she  shows  incoherence,  using  one  word  after  another 
without  sense,  and,  as  characterized  by  her  charge  nurse 
"a  mess  of  words  ".  These  episodes  of  scolding  usually 
come  on  when  some  request  is  made  of  her;  requires 
dressing  and  undressing,  but  is  not  resistive;  rarely 
assaults,  except  when  asked  to  do  some  work.  Of  late, 
has  shown  quite  a  tendency  to  lie  on  the  floor;  has  impul- 
sive tendencies,  such  as  suddenly  running  and  jumping  up 
on  the  table  and  standing  until  taken  down.  She  will  eat 
with  her  fingers  unless  prevented.  She  has  episodes  of 
swinging  one  hand  over  her  head  for  minutes  at  a  time, 
and  will  stand  statue-like  with  one  hand  outstretched  over 
her  head  for  long  intervals.  She  is  especially  affected  by 
music,  at  once  jumping  up  and  whirling  around,  throwing 
up  her  hands  and  gesticulating  and  strutting  around  in  a 
happy  mood.  Her  writing  shows  a  repetition  of  some 
words,  also  many  meaningless  marks  and  scrawls,  which 
she  calls  her  "  war  figures  ".  In  her  answers  to  questions 
she  shows  trifling  with  lack  of  seriousness,  although  fairly 
attentive  to  questions,  for  example: 

Q.  "How  long  have  you  been  here?"  Ans.  "I  have 
been  here,  I  think,  18  years"  (laughing). 

Q.  "Do  you  mean  that?"  Ans.  "I  think  I  am  joking 
about  it"  (laughing). 

O.  "  What  day  is  this?  "    Ans.  "  Day  of  figure  five." 

Q.  "What  ward  are  you  on?  "    Ans.  "All  the  wards." 

Q.  "What  are  your  plans?  "  Ans.  "  To  write  Ogdens- 
burg  figures." 

She  calls  nurses  and  physicians  by  fictitious  names. 

Summary.  This  case  shows  an  original  defect,  plus  a 
psychosis  of  sudden  onset,  without  known  cause,  showing 
a  manic  streak,  but  with  some  evidences  of  deterioration, 
not  of  the  true  Dementia  Praecox  type,  in  that  many 
features  are  lacking.  The  manic  features  are:  the  sudden 
onset  with  activity  and  fleeting  hallucinations  of  sight, 
together  with  paranoid  ideas,  with  isolated  examples  of 
distractibility,  and  a  mood,  which  is  generally  elated,  also 
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trifling  and  lack  of  seriousness  in  conversation.  However, 
her  activity  has  not  generally  been  of  the  purposeful  kind, 
although  her  reaction  to  music  strongly  suggest  this. 
There  has  been  no  flight  of  ideas.  The  deterioration 
features  are :  the  silly  outbreaks  of  laughter,  a  tendency 
to  impulsiveness  without  much  irritability  or  inclination 
to  assault,  destructiveness  without  accompanying  angry 
moods,  untidy  habits  of  soiling  and  wetting,  lying  care- 
lessly and  indifferently  on  the  floor,  carelessness  in  dress, 
superficial  and  trifling  explanations  with  incoherence,  no 
marked  evidence  of  resistiveness  or  negativism  (except 
that  necessitating  spoon-feeding),  no  mutism  and  only 
fleeting  hallucinations  of  hearing.  There  have  been  some 
mannerisms  occasionally,  and  some  conduct  which  shows 
possible  stereotypy,  such  as  taking  her  shoes  and  stockings 
off  frequently  and  putting  them  on,  whirling  around  while 
standing,  and  in  her  writing.  Examined  by  Dr.  Burdick 
as  follows: 

Q.  "  Do  you  know  any  people  here?"  Ans.  "  I  know 
all  of  them." 

Q.  "  What  is  my  name?"    Ans.  "  Dr.  Fletcher." 

Q.  "  How  long  have  you  been  here?"  Ans.  "  Leave 
me  alone"  (crossing  and  recrossing  her  knees). 

Q.  "Do  you  like  it  here?"    Ans.  "  I  love  it  here." 

Q.  " What  ward  are  you  on?"  Ans.  "New  York  City 
ward. " 

Q.  "  Are  you  happy?"    Ans.  "You  bet." 
Q.  "Where  is  your  home?"    Ans.    "New  Orleans" 
(laughing). 

Q.  "  Do  you  mean  that?"    Ans.  "  Yes,  sir ;  I  do." 

Patient  was  told  to  pick  out  the  people  she  had  seen 
before  and  she  looked  at  each  one  and  laughed. 

Dr.  Meyer:  Has  the  patient  shown  any  productivity 
that  reminds  one  of  the  trend  of  thought  of  Dementia 
Pnecox  cases? 

Dr.  Burdick:  vSomewhat,  especially  in  her  scolding, 
when  she  uses,  as  the  nurse  expresses  it  "a  mess  of 
words,"  without  connection  or  sense,  evidently  a  marked 
incoherence. 
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Dr.  Meyer:  Either  in  that  direction  or  in  the  direction 
of  fantastic  delusional  developments? 

Dr.  Burdick:    Mostly  in  her  attitute  and  conduct. 

Dr.  Meyer:  Any  peculiar  notions  about  her  body  or 
things  of  that  sort? 

Dr.  Burdick:  When  she  first  came  she  had  what  she 
called  "small  breathing",  but  that  passed  off  one  month 
or  six  weeks  after  she  came  here.  She  does  not  give  any 
evidence  that  she  has  heard  voices. 

Dr.  Meyer  :  Are  there  any  actual  discrepancies  between 
her  mood,  her  talk  and  her  actions? 

Dr.  Burdick:  Her  mood  is  generally  elated,  but  while 
she  has  shown  some  irritability  she  has  never  been  enraged 
and  has  never  done  anything  of  a  destructive  nature  be- 
cause she  was  angry.  It  did  not  seem  to  be  done  in  the 
manner  of  playfulness.  It  seemed  more  impulsive  than 
anything  else. 

Dr.  Meyer:  The  condition,  at  the  present  time,  would 
be  difficult  to  diagnose  inasmuch  as  the  rather  happy 
mood  and  restlessness  might  very  well  go  with  a  manic 
state. 

Dr.  Burdick:  There  is  quite  a  manic  streak  through- 
out the  whole  case,  but  I  thought  she  showed  features  of 
deterioration,  soiling  and  wetting  day  and  night,  with 
some  absurd  conduct,  standing  and  waving  her  hands 
above  her  head  and  standing  with  one  hand  outstretched 
over  her  head. 

Dr.  Holley:  The  last  case  suggests  manic-depressive 
insanity  very  strongly  on  account  of  the  playfulness, 
quick  reaction,  tendency  to  rhyming  and  so  on.  The  first 
ease  seemed  to  me  more  like  a  case  of  Dementia  Praecox, 
althought  one  thought  came  to  m}'  mind,  the  possibility 
of  epilepsy.  Of  course,  there  is  no  history  of  attacks  in 
the  case,  but  sometimes  a  condition  of  that  sort  exists 
which  becomes  evident  later  in  life.  I  had  one  case  at 
Willard,  who  had  outbreaks  of  short  duration  of  ugly  and 
vicious  attacks,  and  in  a  few  years  developed  slight  attacks, 
and  during  the  past  two  or  three  years  she  has  had  grand 
mal  attacks  of  epilepsy.    The  sudden  change  in  her  char- 
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acter,  during  the  early  adolescent  period,  with  some 
evidences  of  dilapidation,  suggests  Dementia  Praecox. 

Dr.  Meyer:  The  last  case,  it  seems  to  me,  at  the  be- 
ginning was  rather  suspicious  of  a  deterioration  process, 
those  peculiar  ideas  of  men  peeking  into  her  room,  and  so 
on,  and  certain  somatic  notions;  but  with  the  present  con- 
dition I  would  hardly  be  able  to  get  over  a  suspicion  of  a 
manic  state;  yet  I  have  seen  similar  cases  where  doubt 
prevailed  for  a  long  time,  and,  as  a  rule,  the  case  went 
down  hill,  if  there  were  some  ideas  with  distinct  absurd- 
ity, extravagant  fantastic  notions,  or  periods  in  which  the 
patient  seemed  absolutely  dazed  and  talked  and  laughed 
in  a  world  of  her  own  with  things  of  a  character  that 
arouse  the  suspicions  of  a  deterioration,  and  ultimately  do 
lead  to  a  condition  of  deterioration.  In  this  patient  the 
untidiness  and  the  unanalyzed  mannerism  would  not  seem 
to  me  sufficient  evidence.  She  seems  inclined  to  give  you 
a  wrong  name.  The  misnaming  of  persons  is  a  frequent 
trick  of  the  manic,  but  there  is  nothing  absurd  about  it. 
If  she  had  any  extravagant  fantastic  designation  for  you, 
it  would  be  quite  a  different  thing.  A  great  deal,  of 
course,  in  the  determination  would  depend  upon  the  de- 
tailed analysis  of  her  productions. 

Dr.  Somkrs:  These  two  cases  are  essentially  depres- 
sions in  inferior  people.  The  first  case  of  rather  irregular 
type  with  hallucinations;  the  second  seems  to  be  one  of 
melancholia. 

Case  No.  5423.  Female,  aged  40.  Admitted  July, 
1905. 

Family  and  Personal  History.  Nothing  known  regard- 
ing family,  except  sister  said  to  be  "queer".  Native 
born;  went  to  school  three  years;  can  write,  read  and 
figure  but  little;  is  said  to  have  always  been  "queer"; 
began  working  at  the  age  of  ten  as  domestic  servant.  It 
is  said  she  married  very  early  and  has  had  two  miscarriages. 
A  married  daughter  recently  died.  Patient  was  unable  to 
give  any  facts  regarding  the  matter.  For  the  past  three 
years  has  worked  as  laundress  for  $3  per  week.    It  is  said 
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she  has  suffered  from  "  female  weakness  "  for  the  past  ten 
years,  and  examination  on  admission  showed  slight  lacera- 
tion of  cervix  and  perineum. 

Psychosis.  Onset  six  months;  cause  given  as  "worry- 
over  female  trouble  ".  She  became  depressed,  lost  interest 
in  her  work;  worried  and  was  sleepless;  at  times,  seemed 
confused  in  her  acts;  thought  people  were  trying  to  injure 
her;  had  ideas  of  reference  and  thought  her  character  was 
being  assailed.  At  one  time,  at  six  in  the  morning,  she  went 
to  hotel  in  her  night  dress  and  applied  for  work.  Soon 
after,  she  attempted  to  get  out  of  her  house,  and  it  required 
much  help  to  restrain  her.  At  night  time  she  would  have 
fear  and  expressed  the  idea  that  men  were  coming  into 
her  room  to  kill  her  with  knives.  She  has  made  threats 
to  drown  herself. 

En  route,  she  was  somewhat  obstinate,  generally  silent, 
but  would  occasionally  weep. 

Upon  Admission.  Physically  she  was  an  over-fat  indi- 
vidual, who  complained  of  weakness.  Examination  of 
urine  showed  albumen  and  casts. 

Mentally.  Was  compliant;  volunteered  nothing;  re- 
mained quietly  abed;  orientation  was  impaired  as  to  time 
and  place,  though  she  had  good  grasp  on  the  situation, 
knowing  what  was  done  for  her  on  admission  and  differ- 
entiating between  patients  and  nurses.  Her  description, 
however,  was  quite  elementary ;  she  thought  the  place  was 
very  nice,  but  was  unable  to  recall  the  name  of  the  nurse 
who  brought  her  here.  Her  grasp  on  questions  was  unim- 
paired, and  her  replies  were  ready.  She  denied  the  essen- 
tial facts  of  the  medical  certificate  without  emotion  or 
feeling  and  with  rather  inadequate  and  simple  explanations 
so  far  as  she  was  disposed  to  make  them.  She  referred 
to  having  "female  weakness",  but  otherwise  said  she 
was  ail  right.  No  evidence  of  ideas  of  reference,  sensi- 
tiveness, hallucinations  of  sight  or  hearing  were  elicited 
upon  careful  questioning.  Her  best  explanation  for 
going  to  the  hotel  in  her  night  dress  was,  "I  went 
to  see  the  lady  I  worked  for".  "I  wanted  to  see  her 
because  she  was  nice."    "I  went  in  my  nightdress  be- 
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cause  I  wanted  to  get  away."  She  denied  struggling  when 
she  was  brought  back,  and  also  denied  having  stated  that 
men  would  come  into  her  room  with  knives.  However, 
she  admits  that  her  memory  for  things  in  the  past  has  not 
been  very  clear,  and  when  her  forgetfulness  concerning 
these  events  was  pointed  out  she  showed  no  sensitiveness; 
in  fact,  was  quite  indifferent  to  the  vital  points  of  commit- 
ment. Patient's  grasp  on  the  immediate  past  was  unim- 
paired. She  told  correctly  where  she  was  a  week  and  two 
months  ago,  also  at  Christmas  time;  recalled  when  she 
saw  examiner  last;  retained  the  number  387  for  at  least 
ten  minutes,  also  some  other  words  given  her.  Her  data 
of  personal  identification  is  consistent,  but  description 
shows  somewhat  simple  and  narrow  sphere  of  life.  Her 
general  knowledge  was  limited ;  was  unable  to  say  who 
was  President;  did  not  know  cities  in  New  York  State. 
Her  handwriting  showed  a  marked  degree  of  ignorance, 
being  hardly  legible.  When  asked  to  read  began  com- 
plaining of  poor  vision,  although  she  read  the  first  word 
properly;  refused  to  do  simple  calculation,  saying,  "I  am 
tired  ". 

Following  admission,  patient  continued  quiet;  not  in- 
clined to  speak  unless  addressed.  When  attention  was 
paid  to  her  she  would  occasionally  shake  and  tremble,  for 
instance,  when  her  temperature  was  taken.  At  times 
kept  her  head  covered,  giving  as  an  explanation  in  one  in- 
stance that  a  man  outside  told  her  to  do  so.  On  one 
occasion,  while  out  on  the  lawn,  expressed  fear  and  a  de- 
sire to  come  in,  saying  someone  was  calling  her.  One 
night,  suddenly  sprang  out  of  bed  and  slammed  the  door, 
bracing  herself  against  it.  On  another  occasion,  when 
her  attitude  denoted  fear,  talked  in  an  exceedingly  inco- 
herent manner  for  a  few  moments,  there  being  no  sense 
to  what  she  said.  Within  a  month  was  cheerful,  agreeable 
and  very  industrious.  Subsequently,  would  lie  abed  at 
times  and  complain  of  vague  pains.  Examination  of  urine, 
at  this  time,  showed  it  to  be  normal.  Eight  months  after 
admission,  seemed  especially  dull,  would  sit  in  one  position, 
would  sleep  much,  and  occasionally  rather  indifferently 
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expressed  marked  hallucinations  of  smell,  saying  her  food 
was  full  of  carbolic  acid,  said  she  did  not  get  enough  to 
eat,  was  irritable  and  would  throw  her  food  about.  This- 
condition  continued  for  about  three  weeks  at  the  end  of 
which  period  she  became  composed  and  industrious;  was 
cheerful;  showed  no  further  evidence  of  hallucinosis,  and 
wTas  discharged  recovered  a  year  and  four  months  after 
admission. 

■ 

In  this  case,  we  have  the  following  facts:  A  queer  sis- 
ter, patient  herself  being  considered  always  queer,  of  a 
very  limited  education  and  attainments,  and  with  an  earn- 
ing capacity  of  not  more  than  three  dollars  a  week,  who  is 
said  to  have  married  at  an  early  age;  for  the  past  ten  years 
has  suffered  from  ''female  trouble'';  six  months  before 
admission  became  depressed,  worried  over  "female 
trouble  ",  was  sleepless,  had  ideas  of  reference,  hallucina- 
tions of  hearing,  some  fear,  saying  men  were  coming  into 
her  room  to  kill  her;  on  admission,  having  albumen  and 
casts  in  her  urine;  mentally,  exhibiting  sluggishness,  in- 
difference, having  a  poor  idea  as  to  time  and  place,  though 
her  grasp  on  the  situation  was  essentially  correct;  showing 
but  little  emotion  or  feeling  regarding  the  principal  facts 
in  medical  certificate,  giving  rather  simple  explanations 
therefor;  subsequently  continued  dull,  kept  her  head 
covered,  giving  as  a  reason  that  she  was  told  to  do  so;  had 
episodes  of  crying,  evincing  a  few  fear  reactions  because 
of  auditory  hallucinosis;  later  showing  rather  marked 
hallucinations  of  smell  for  three  weeks  with  accompany- 
ing attitude  of  a  fault  finding  and  irritable  nature,  eventu- 
ally being  discharged  recovered. 

This  case  was  placed  among  the  unclassed  in  our  annual 
report  as  it  did  not  seem  to  fit  into  any  well-defined  diag- 
nostic classification.  This  is  probably  due,  largely,  to 
poor  history,  for  what  was  gotten  was  simply  from  a  friend, 
no  relative  being  available.  The  psychosis  seems  to  have 
been  one  occurring  in  a  person  constitutionally  inferior 
and  characterized  at  the  outset  by  depression,  possibly  on 
the  ground  of  auditory  hallucinosis.  However,  while  ob- 
serving her  at  the  institution,  she  seemed  rather  more 
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indifferent  and  sluggish  than  otherwise;  later,  brightening 
up;  subsequently  evincing  hallucinations  of  smell,  but 
eventually  readjusting  herself  to  her  apparent  normal 
standing.  She  seemed  to  show  none  of  the  toxic  symptoms 
of  nephritis,  for  soon  after  admission  urine  was  normal. 

Case  No.  5147.    Male,  age  44. 

Family  and  Personal  History.  Mother  alcoholic;  sister 
imbecile.  Made  no  progress  in  school ;  did  not  learn  to 
read  or  write;  always  considered  feeble-minded,  and  was 
a  source  of  amusement  to  children  in  the  neighborhood  ; 
was  credulous  and  timid.  However,  worked  as  a  common 
laborer,  doing  rather  simple  work  about  dock-yards.  At 
the  age  of  31,  was  hit  on  the  head  by  a  stone;  was  dazed 
for  a  few  hours.  Subsequently,  became  more  irritable ; 
would  not  attend  to  work;  had  a  tendency  to  annoy  women 
on  the  streets,  and  soon  after  was  removed  to  the  county 
house,  where,  for  several  years,  he  was  orderly,  industri- 
ous, and  considered  trusty.  Six  weeks  previous  to  admis- 
sion, patient  became  depressed  and  worried  because  of 
change  in  the  management  of  the  county  house ;  was  afraid 
he  was  going  to  be  "done  up  ",  abused  and  chloroformed; 
kept  harping  upon  his  trouble  continuously,  and  finally 
attempted  to  hang  himself;  also  thought  that  he  was  in 
abnormal  shape;  that  his  head  and  body  were  all  one 
piece ;  that  his  eyes  were  down  too  low  and  his  head  like  a 
half  moon. 

On  Admission.  Physically  he  showed  a  marked  degree 
of  arteriosclerosis. 

Mentally,  he  readily  talked  about  the  abnormal  state  of 
his  body  in  a  reiterating,  monotonous  fashion,  and  would 
cry  rather  easily.  While  talking  with  him,  the  burden  of 
his  remarks  are,  "My  head  is  peaked".  "  I  am  all  in  one 
piece."  "  Is  there  no  way  to  put  me  out  of  the  way  ?" 
"Now,  if  I  die  here,  will  my  eyes  be  low  or  high?" 

However,  his  orientation,  grasp  on  surroundings  and 
grasp  on  immediate  past  were  umimpaired,  and  he  gave 
essentially  correct  account  of  his  previous  life.  He  said 
two  times  two  were  84;  and  he  was  unable  to  tell  time. 
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Subsequently,  he  remained  restless,  anxious,  and  has  con- 
tinued his  absurd,  monotonous  reiterations  regarding  his 
bodily  condition,  asking  frequently  to  be  killed;  goes 
about  the  ward  rubbing  his  hands;  has  had  to  be  care- 
fully watched  because  of  suicidal  tendencies;  will  cry  out 
loudly  at  times,  saying  that  he  is  thinking  of  his  past  life; 
frequently  peers  into  the  mirror  and  makes  absurd  criti- 
cisms, both  as  to  his  physical  and  mental  unworthiness. 

The  patient's  condition  is  such  that  he  can  not  be  pre- 
sented because  of  a  very  large  and  infected  epithelioma 
of  the  scalp. 

This  case  has  seemed  to  us  to  have  been  essentially  one 
of  melancholia  in  an  imbecile,  which  has  been  character- 
ized by,  at  first,  worry  over  the  change  of  county  house 
authority;  subsequently,  attempts  at  suicide,  anxiety, 
restlessness,  ideas  of  unworthiness  and  regret  for  the  past, 
also  marked  somatic  ideas,  which,  however,  have  been 
exceedingly  absurd.  At  no  time  have  there  been  evi- 
dences of  hallucinations  in  his  case.  He  has,  however, 
during  the  latter  part  of  his  psychosis,  expressed  some 
ideas  of  being  persecuted  by  others.  He  shows  no  re- 
duction of  memory,  though  he  has  become  very  untidy. 

Dr.  Hutchings:  In  discussing  these  cases,  I  would  be 
glad  if  everyone  would  take  part  and  include  in  such  dis- 
cussion any  deductions  to  be  drawn  from  the  cases  as  a 
whole,  and  I  particularly  wish  that  everyone  here  would 
express  an  individual  opinion  as  to  whether  cases  present- 
ing defect  from  birth  and  subsequently  developing  psy- 
choses, such  as  the  case  cited  by  Dr.  Leak,  or  others,  in 
whose  cases  recovery  takes  place,  should  be  discharged 
recovered  or  improved;  or  whether  the  record  should  be 
modified  in  any  way. 

I  want  to  call  attention  to  this  last  case,  to  the  points  of 
similarity  between  it  and  the  one  of  Dr.  Leak.  You 
recall  that  this  man  was  an  industrious  teamster  and 
rented  half  of  his  house  to  a  man,  who  annoyed  him  by 
running  his  team  over  the  lawn,  which  led  to  frequent 
quarrels  and  worked  up  a  situation  from  which  the  patient 
was  unable  to  extract  himself  without  finally  getting 
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excited.  This  latter  case  by  Dr.  Somers  shows  a  weak- 
minded  young  man,  who  had  been  a  diligent  worker 
around  the  docks  here  in  Ogdensburg,  and  was  struck  on 
the  head  at  the  age  of  30,  from  which  time  dates  some 
change  in  his  character,  as  he  was  no  longer  able  to  com- 
pete industrially  with  the  others,  and  was  finally  sent  to 
the  county  house  for  custody.  There,  he  did  very  well, 
performed  simple  work  and  went  along  cheerfully  and 
pleasantly  with  the  people  in  charge  and  appeared  to  be 
perfectly  contented.  Owing  to  a  change  of  the  Superin- 
tendent of  the  Poor  the  county  house  officials  were  all 
changed  and  he  looked  upon  this  with  great  apprehension, 
for  he  feared  that  the  people  who  were  his  friends  upon 
leaving  would  be  succeeded  by  people  who  would  not  like 
him;  and  he  became  depressed  and  had  ideas  of  fear, 
apprehension  and  persecution,  so  he  finally  attempted 
suicide.  The  case,  to  my  mind,  showed  in  part  the  in- 
ability of  a  weak  mind  to  meet  a  situation  and  overcome 
it  successfully.  These  two  men  encountered  a  difficulty: 
in  one  an  annoying  situation  and  in  the  other  apprehension 
as  to  what  his  future  would  be;  and  neither  one  of  them 
had  ability  to  overcome  it.  The  excitement  in  one  abated 
after  removal  from  his  surroundings  and  he  remained  well. 
The  second  man  is  now  markedly  deteriorated. 

Dr.  Russell:  I  think  that  the  question  of  what  we 
should  call  a  recovery  is  a  rather  interesting  and  practical 
point,  and  I  think,  with  our  new  scheme  of  statistics,  it 
will  be  possible  to  identify  the  recovery  with  the  form  of 
psychosis  and  diagnosis  as  it  was  made.  If  a  case  of  con- 
stitutional inferiority  has  a  manic-depressive  psychosis  and 
a  recovery  follows  an  attack  of  excitement,  or  depression, 
which  seems  under  the  grouping  to  be  manic-depressive 
insanity,  it  is  proper  to  say  that  the  patient  has  recovered 
from  that  psychosis.  The  case  is  not  recovered  from  con- 
stitutional inferiority;  of  coarse,  that  is  impossible.  But 
the  recovery  is  made  from  manic-depressive  insanity,  just 
as  recovery  would  have  been  made  from  the  measles  or  a 
damaged  limb.  If  the  person  with  a  damaged  limb 
from  an  attack   of  infantile  paralysis  has  neuritis  with 
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recovery,  I  think  I  would  say  that  he  had  recovered  from 
neuritis,  but  still  the  infantile  paralysis  is  there.  It  seems 
to  me,  under  our  present  scheme,  it  is  safe  to  put  them 
under  the  improvement  class,  but  in  our  new  system  it 
would  be  perfectly  proper  to  say  a  case  of  constitutional 
inferiority  had  recovered  from  a  probable  psychosis. 

There  is  one  other  point  to  which  I  would  like  to  draw  at- 
tention, and  that  is  in  regard  to  admission  of  feeble-minded 
cases  to  institutions.  In  my  mind,  it  is  rather  unfortunate 
that  we  have  this  tendency,  which  exists  in  this  State,  to 
have  this  class  in  an  entirely  separate  department  so  there 
is  no  easy  way  to  make  transfers  from  one  to  another. 

If  we  are  prepared  to  say  that  feeble-minded  persons 
can  have  a  psychosis  of  such  a  nature  as  to  be  suitable  for 
treatment  in  these  institutions,  then  it  should  be  conceded 
that  when  a  recovery  is  made  from  such  a  psychosis  the 
patient  is  a  proper  subject  to  go  to  institution  for  feeble- 
minded, and  I  think  that  it  is  unfortunate  that  there  is  such 
a  division.  The  law  says  an  idiot  should  not  be  admitted 
to  an  institution  for  the  insane,  and  we  break  the  law  when 
we  admit  an  idiot.  A  feeble-minded  person,  or  epileptic, 
becoming  insane  may  be  admitted.  Such  an  inconsistency 
causes  a  loop-hole  through  which  idiots  may  be  admitted. 
It  seems  to  be  a  fair  point  for  discussion,  as  to  what  con- 
dition in  a  feeble-minded  person  should  warrant  admission 
to  hospitals  for  insane.  I  have  found  it  very  difficult  to 
decide  that  point  on  many,  occasions,  and  I  know  the  rest 
of  you  have,  and  individuals  have  had  to  go  to  the  county 
house. 

Another  point,  is  the  question  of  responsibility  for 
crime.  For  instance,  in  this  case  No.  i,  the  man  had 
quarrels  with  a  neighbor  and  might  very  well  have  killed 
him.  He  might  have  gone  on  with  this  psychosis  or  might 
not,  as  in  the  man's  case  who  heard  the  children  cry  in  the 
jail  and  apparently  had  hallucinations  and  cleared  up  and 
went  to  trial.    Was  the  man  responsible  or  was  he  not  t 

Dr.  Ballantine:  I  have  felt,  a  great  many  times,  that 
a  case  should  be  discharged  recovered.  I  think  the 
majority  of  such  patients  at  our  hospital  have  been  dis- 


449 


charged  improved;  but  it  seems  to  me  they  recover  from 
the  conditions  for  which  they  were  admitted. 

Dr.  Holley:  I  quite  agree  with  Dr.  Hutchings  in  his 
view  of  discharging  these  cases  as  recovered.  If  they 
recover  from  the  psychosis  they  should  go  on  record  as 
recovered.    I  am  quite  sure  that  is  the  way  at  Willard. 

Dr.  Armstrong:  It  is  customary,  in  Buffalo,  to  dis- 
charge the  cases  as  recovered  when  they  are  recovered 
from  an  acute  psychosis  though  they  may  show  constitu- 
tional inferiority. 

Dr.  Connell:  I  know  in  one  or  two  cases,  in  which  I 
have  been  interested,  they  have  been  discharged  recovered 
after  probation  of  three  months  if  they  appeared  normal. 
I  think  that  is  the  usual  rule,  but  I  am  not  certain. 

Dr.  Meyer:  The  case  Dr.  Somers  read  last  showed 
very  clearly  one  point,  viz. :  that  individuals,  who  are 
able  to  get  along  in  life  as  long  as  there  are  no  special 
difficulties,  will  respond  much  more  easily  to  certain 
tangles  if  they  have  a  certain  type  of  constitutional  in- 
feriority. As  a  rule,  we  find  that  imbeciles  have  a  con- 
dition very  much  like  the  condition  of  the  heart  after 
endocarditis.  We  are  dealing  with  a  scar,  not  with  a 
disease,  and  as  long  as  there  is  no  special  strain  we  have 
no  break  of  compensation;  but  as  soon  as  a  taxing  strain 
arises  they  are  more  apt  to  get  more  break  of  compensa- 
tion. The  condition  of  imbeciles  consists  of  scars  of 
various  origin.  They  are  occasionally  due  to  traumatic, 
or  vascular,  or  possibly  toxic  processes  which  result  in 
conditions  which  may  or  may  not  be  connected  with  epi- 
lepsy. Those  conditions  which  we  have  dealt  with  to-day 
were  mostly  cases  of  relatively  slight  form  of  defective 
makeup.  As  a  rule,  in  imbecility  we  really  deal  with  a 
condition  that  has  come  to  a  stop  and  anything  new  is 
essentially  a  break  of  compensation  and  nothing  else. 
Now,  of  course,  the  form  which  the  break  of  compensa- 
tion will  take  depends  very  largely  upon  which  of  the 
defenses  are  weak,  and  we  find  that  in  individuals  who 
have  imbecility  the  same  rule  holds  that  we  find  to  exist 
in  constitutional  peculiarity  of  those  who  reach  the  average 
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development.  We  have  seen  here  those  that  merely 
reacted  in  a  peculiar  way  when  special  strains  come; 
then,  those  who  reacted  too  easily  in  the  direction  of  a 
delirium ;  then,  those  who  reacted  distinctly  with  a  more 
individual  type  that  belongs  to  the  manic-depressive 
group  with  its  elation,  irritability,  mental  over-activity 
and  so  on.  The  anxious  type  has  been  brougiit  out  either 
in  the  form  of  ordinary  melancholia,  as  in  the  last  case,  or 
in  the  form  of  a  somewhat  odd  tendency  to  progressive 
hallucinations,  which  might  be  brought  into  relationship 
with  what  Dr.  Russell  referred  to  when  he  spoke  of  the 
Elmira  Reformatory  delirium.  In  one  case  Dr.  Somers 
mentioned  some  nephritic  disturbances  of  doubtful  bear- 
ing and  outcome.  If  we  ask,  what  determines  these  con- 
stitutional weaknesses,  we  are  very  largely  at  sea  unless 
we  have  much  more  detailed  histories.  It  is  very  much 
more  important  to  ask,  what  do  the  various  types  deter- 
mine, and  we  can  say  that  they  act  very  much  as  in  con- 
ditions of  fair  development.  There  are  certain  features 
that  characterizes  the  manic  depressive  and  the  dementia 
praecox  and  other  constitutions  and  the  ways  they  work 
out.  I  tried  some  years  ago  to  give  a  sketch  of  some  of 
these  peculiarities.  I  am  very  sorry  that  Dr.  August 
Hoch.  who  promised  to  come  to  this  meeting,  has  been 
prevented.  He  has  been  pushing  an  inquiry  into  the  con- 
stitutional peculiarities  and  has  excellent  material  at 
Bloomingdale  with  very  interesting  results,  finding  that 
in  a  large  percentage  of  psychoses  the  premonitory  feat- 
ures were  characteristic. 

I  mention  this  largely  in  order  to  encourage  you  to 
define  as  clearly  as  possible  any  constitutional  deviations 
from  the  average  reaction  type.  I  have  suggested  in  the 
history  taking,  the  best  method  would  be  to  ask  the 
friends  these  questions:  Did  you  ever  suspect  that  the 
patient  might  meet  with  some  trouble  of  the  kind  and 
why?  And  what  was  his  or  her  condition  at  best?  And 
in  what  ways  was  there  any  suggestion  of  immediate 
danger?  Then,  of  course,  we  would  have  to  follow  up 
the  peculiarities,  which  were  very  well  brougbt  out  in  at 
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least  one  of  these  Dementia  Praecox  cases,  with  its  pecu- 
liar seclusiveness,  the  oddity  of  behavior,  etc. 

Concerning-  admissions,  I  feel  I  would  be  guided  by  the 
practical  situation  rather  than  by  the  letter  of  the  law.  Is 
there  anything  wrong  in  the  patient  that  our  type  of  hos- 
pital alone  can  remedy?  If  so,  I  would  accept  the  case 
and  make  provision  for  the  discharge  when  the  upset  is 
over.  Secondly:  Is  the  condition  of  the  patient  such  that 
it  would  make  it  impossible  to  keep  him  or  her  in  an  insti- 
tution not  under  medical  care?  If  there  is  an  institution 
for  the  feeble-minded  that  would  accept  patients  of  that 
sort,  make  a  trial.  If  not,  admit  the  patient.  Regarding 
senile  cases,  our  law  is  similarly  hard.  They  are  apt  to 
have  been  very  deserving  people,  people  who  ought  not  to 
be  made  to  suffer  from  peculiar  construction  of  the  letter 
of  the  law.  The  consideration  that  we  might  be  favoring 
paternalism  and  that  some  people  might  as  well  take  care 
of  their  old  friends  is,  after  all,  rather  superficial.  The 
main  thing  is  the  answer  to  this  question  :  should  some- 
thing be  done  for  that  individual  that  the  other  provisions 
can  not  furnish  him?  It  is  clearly  essential  that  help 
should  be  extended. 

In  regard  to  the  legal  importance,  I  think  Dr.  Russell 
has  mentioned  that  many  cases  of  inferior  type  ought  to 
be  made  accessible  in  the  literature  for  comparison  with 
cases  in  which  the  question  of  responsibility  is  raised. 

Patients  of  that  sort  might  very  easily  get  into  trouble 
and  might  not  be  accepted  as  exempt  from  punishment 
because  the  disorder  might  not  have  appeared  sufficient. 

The  question  of  classification  is,  of  course,  the  same 
old  fruitless  question  unless  one  wants  to  take  a  free  and 
reasonable  attitude  in  regard  to  it.  In  some  cases  the  im- 
becility is  so  marked  that  "we  would  not  hesitate  at  all  to 
classify  the  case  under  the  group  of  imbecility  plus  some 
other  affection.  In  other  cases  the  imbecility  is  only  a 
minor  incident  in  the  case  and  there  we  would  naturally 
prefer  to  classify  the  case  under  the  reaction  types  they 
present,  for  instance,  the  manic-depressive,  constitutional 
inferior,  etc.    I  would  simply  use  the  principle  that  I  can 


4:52 


not  make  a  group  for  every  case  and  do  not  want  to 
modify  the  facts  for  the  benefit  of  statistical  tables ;  but  I 
would  class  the  case  under  the  head  that  covers  the  pre- 
ponderant features.  I  know  quite  a  number  of  manic- 
depressive  cases  that  are  constitutionally  inferior  to  the 
extent  that  might  bring  them  under  the  term  "high-grade 
imbecility".  This  easily  prejudicial  term  undoubtedly 
•covers  much  of  what  we  call  constitutional  inferiority. 

The  "psychopathic  constitution"  is  a  term  that  holds 
much  more  closely  to  the  one  I  have  called  constitutional 
inferiority  in  the  division  given  in  the  annual  report 
of  1905,  in  which  I  spoke  of  the  term  constitutional 
•inferiority,  in  those  individuals  who  do  not  show  the  actual 
imbecilic  defect,  but  more  of  a  neurotic  defect  akin  to 
nervousness  or  hysteria,  psychasthenia  or  hypochondriasis, 
without  being  purely  one  or  the  other.  We  will  speak  of 
psychopathic  constitutions  where  the  individual  comes 
closely  to  one  of  the  recognized  neuroses,  whether  hysteria 
or  general  nervousness,  and  I  should  exclude  from  that 
■group  the  actual  imbecilic  defects.  The  real  defective  is 
essentially  reduced  in  his  efficiency  in  more  complex 
situations  and  work.  The  case  of  constitutional  inferiority 
is  really  more  competent,  but  disabled  because  he  is  easily 
frightened,  irritable,  nervous,  etc. 

My  recommendations  would  be  to  weigh  the  case  as  to 
the  features  which  are  uppermost  and  classify  accordingly. 
•On  the  record  itself  I  would  make  the  full  diagnosis,  irre- 
spective of  classification,  taking  all  the  features  one  after 
another  according  to  their  importance  and  weight.  Then 
when  you  come  to  classify  the  case  you  will  have  to  adjust 
the  case  on  the  principle  of  simplicity  and  class  it  with 
those  cases  which  show  the  feature  which  is  uppermost. 
If  you  wish  to  speak  of  a  case  of  manic-depressive  insanity 
or  constitutional  inferiority,  I  think  that  is  perfectly  war- 
ranted in  the  third  case  Dr.  Leak  cited.  I  would  speak  of 
that  case  as  allied  to  manic-depressive  insanity  because 
the  manic  features  were  not  very  frank  and  the  whole 
course  was  very  much  modified  or  influenced  by  a  consti- 
tutional inferiority. 
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In  regard  to  the  recovery,  I  think  we  should  have  it 
understood  that  no  psychosis  ought  to  be  said  to  be  re- 
covered from  unless  the  patient  has  squared  himself  or 
herself  with  the  principal  incidents  of  the  psychosis.  The 
mere  fact  that  they  are  able  to  get  along  after  a  period  of 
probation  is  not  sufficient.  It  may  be  or  may  not  be  a  re- 
covery. An  ultimate  condition  of  recovery  can  only  be 
spoken  of  where  the  patient  has  squared  himself  with  the 
facts  and  ideas,  especially  with  the  fact  of  having  been 
sick  and  of  having  to  take  care  of  certain  things  in  order 
not  to  get  sick  again.  I  think  those  matters  should  be 
uppermost  in  the  declaration  of  recovery  from  psychoses. 

All  the  reports  presented  are  extremely  interesting 
and  will  serve  in  the  published  form  as  a  source  of  a  great 
deal  of  material  for  discussion  and  for  further  investiga- 
tion along  these  lines. 
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CENTRAL  NEURITIS. 
By  Dr.  E.  M.  Somers, 

First  Assistant  Physician  St.  Lawrence  State  Hospital, 
Ofrdensburv;.  X.  Y. 

Adolf  Meyer  in  an  article,  "On  the  Parenchymatous 
Systemic  Degenerations  mainly  in  the  Central  Nervous 
System",  published  in  Brain,  1901,  proposed  for  this  type 
of  disorder  the  shorter  term,  "Central  Neuritis  ",  in  which 
there  was  a  parenchymatous  degeneration  of  the  nerve  ele- 
ments, but  here  pre-eminently  of  central  distribution. 

Clinically,  the  disorder  seems  to  be  an  acute  or  subacute 
process,  lasting  from  a  few  days  to  several  weeks.  It 
occurs  as  a  terminal  disorder  in  a  number  of  psychoses, 
particularly  in  certain  asthenic  conditions,  frequently 
accompanied  by  diarrhoea  and  febrile  reactions  and  is 
characterized,  for  the  most  part,  by  loss  of  weight,  pro- 
gressive weakness,  muscular  tension  and  rigidity,  peculiar 
twitchings,  inco-ordinate  movements  and  motor  restless- 
ness; the  latter,  at  times,  amounting  to  jactations  of  the 
limbs.  The  reflexes  are  usually  increased.  The  mental 
condition  is  usually  that  of  an  anxious,  perplexed  agitation 
or  a  stuporous,  and,  at  times,  delirious  state. 

Anatomically,  gross  changes  are  absent  or  are  those  in- 
cident to  the  period  of  life ;  microscopically,  a  diffuse  paren- 
chymatous affection,  especially  of  the  largest  nerve 
elements  in  the  neural  tube  (most  evident  as  a  bilateral 
axonal  reaction  in  the  Betz  cells)  and  decay  of  the  myelin 
sheaths, — the  process  involving  the  suprasegmental  ele- 
ments much  more  than  the  segmental  ones.  This  broadly 
defines  the  disorder,  which  has  doubtless  come  within 
the  experience  of  many  of  us,  but  has  not  received  a 
place  sufficiently  apart  from  the  terminal  phases  of 
delirious-stuporous  conditions  and  unaccountable  physical 
failures. 

Aside  from  the  cases  of  Dr.  J.  Turner  and  those  re-' 
ported  and  collected,  from  the  literature  by  Dr.  A.  Meyer, 
few  cases  have  been  recorded ;  and  there  still  remains  much 
in  the  etiology,  onset,  course  and  outcome  of  the  disorder 
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and  the  underlying-  anatomical  condition  which  demands 
attention  and  study. 

The  object  of  this  paper  is  to  present  nine  additional 
cases  observed  in  the  wards  of  the  St.  Lawrence  State 
Hospital.  The  diagnosis  of  these  cases  have  all  been  cbn- 
firmed  by  autopsy  and  by  microscopic  examination,  the 
main  results  of  which  follow  each  case  in  summary  form. 

The  disorder  has  so  far  occurred  mainly  in  the  4th,  5th 
and  6th  decades  of  life  in  such  psychoses  as  chronic  melan- 
cholias or  depressive  senile  states,  or  during  the  course  of 
alcoholic  delirium  or  hallucinatory  depression  and  in  some 
other  ill-defined  infective-exhaustive  conditions. 

In  my  nine  cases,  five  have  occurred  in  infective-exhaust- 
ive conditions,  with  durations  previous  to  the  neuritic 
symptom-complex  from  two  and  ahalf  to  thirty-six  months  ; 
two  in  Dementia  Precox  of  thirteen  and  twenty  years' 
duration;  one  in  melancholia  of  three  months'  duration, 
and  one  in  depressive  senile  state  of  fourteen  years'  stand- 
ing. In  the  infective-exhaustive  group  the  possible  etio- 
logical factors  were  apparently  grippe;  in  another  anaes- 
thesia and  operation  for  hemorrhoids;  in  a  third  profound 
anaemia;  in  a  fourth  strumous  diathesis  with  prolonged  ill 
health  after  alleged  attack  of  grippe;  lastly  one  with"  no 
well-defined  etiology. 

Relative  to  the  two  cases  of  Dementia  Prascox,  one  had 
had  tuberculosis. for  an  indefinite  period,  but  the  neuritic 
symptoms  seemed  to  follow  soon  after  anaesthesia  and 
operation  for  gangrenous  toes.  The  other  case  was  ex- 
ceedingly filthy.  The  cases  of  melancholia  and  senility, 
one  each,  showed  no  definite  etiology,  otherwise  than  the 
general  changes  incident  to  their  period  of  life. 

The  onset  has  not  been  clear  or  distinct;  the  peculiar 
motor  reactions  are  apt  to  be  charged  to  psychic  states 
or  simple  weakness.  In  my  cases  physical  failure  with 
weakness  have  preceded  the  distinct  evidences  of  muscu- 
lar tension  and  jactations  for  one  to  twelve  weeks.  Weak- 
ness with  a  tendency  to  stumble  or  fall  if  up  and 
about,  or  helplessness,  if  abed,  attract  the  attention.  The 
brighter  patients  voluntarily  complain  of  weakness  in  the 
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lower  limbs.  Slowly  or  rapidly  further  prostration  de- 
velops accompanied  or  followed  by  increasing-  tremulous- 
ness,  which,  at  times,  may  be  of  a  fibrillary  character, 
usually  noted  in  the  smaller  muscles  of  the  upper  extremi- 
ties. These  movements  may  be  recurrent  and  may  appear 
as  if  due  to  delusional  concepts,  such  as  fear  or  because  of 
-apparently  being  startled.  A  greater  degree  of  muscular 
rigidity  with  distinct  twitchings  and  sudden  jerks  of  the 
limbs  supervenes.  The  limbs  are  apt  to  be  semi-flexed, 
generally  the  arms  first,  and  the  patient's  voluntary  actions 
with  the  arms  are  noticed  to  be  jerky,  overdone  and  quite 
ataxic.  Strong  tonic  flexion  of  the  -  thighs  and  legs  is  not 
infrequent.  The  ankles  and  especially  the  toes  seem  less 
involved.  The  flexor  and  adductor  arm  muscles  more  de- 
cidedly, but  also  the  extensors  and  abductors,  pronators 
and  supinators  are  over-active.  In  well-defined  cases 
there  is  involvement  also  of  the  facial  muscles  resulting  in 
a  sardonic  expression,  peculiar  grimaces,  varied  twitchings 
and  occasional  sidewise  motions  of  the  jaw.  The  pectoral 
and  neck  muscles  may  participate  and  retract  the  head  in 
the  advanced  stages.  As  muscular  tension  increases  there 
are  more  frequent  jactations,  which  seem  to  be  worse  on 
approaching  or  attempting  to  do  anything  for  the  patient. 
These  jactations  in  severe  and  well-marked  cases  seem 
electric-like,  and  in  their  paroxysmal  character,  and  con- 
sidering the  slight  causes  that  produce  them,  they  are 
somewhat  comparable  to  the  jerks  of  strychnine  poison- 
ing. The  muscular  tension,  relaxation  and  clonicity  of 
the  movements  vary  considerably.  In  some,  the  jacta- 
tions slowly  increase  in  frequency  and  severity  until  the 
arms,  neck  and  jaw  are  in  rapid  play.  Then  there  will  be 
a  gradual  or  sudden  subsidence  so  that  an  episode  might 
simulate  in  a  measure  an  epileptic  seizure. 

The  range  of  movements  is  not  very  wide,  except  when 
a  voluntary  effort  is  made  to  grasp  something  or  when  the 
patient  is  disturbed.  If  a  tense  limb  is  released  from 
one's  grasp  it  often  flies  in  unexpected  directions. 

Owing  to  the  torpor  or  even  stupor  of  the  patient,  tactile 
sensibility  can  not  be  obtained,  but  to  pain  sense  there  is 
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moderate  reaction.  Manipulation  of  the  joints  in  some 
cases  causes  the  patient  to  wince  or  cry  out  as  if  in  pain. 

The  tendon  reflexes  become  increasingly  exaggerated 
and  when  the  condition  is  well  advanced  tapping  of  any 
of  the  limbs  will  produce  grotesque  and  speedy  jerks. 
Ankle  clonus  can  be  obtained  in  some  cases.  Babinski's 
reflex  is  apparently  absent.  The  organic  reflexes  remain 
intact  until  the  terminal  stages. 

Concerning  the  mental  state  of  the  individual,  at  the 
outset  there  may  occur  more  or  less  mental  dullness,  which 
may  become  more  marked  until  a  stuporous  condition  is 
reached.  However,  quite  a  number  of  cases  exhibit  de- 
lirious episodes  of  acute  or  subacute  type  and  eventually 
show  increasing  stuporous  phases.  The  latter,  however, 
are  not  profound  until  the  terminal  stages,  for  the  patients 
seem  to  arouse  and  from  time  to  time,  make  observations, 
attempt  to  speak  or  reach  out  for  something  with  tense 
and  tremulous  muscles.  In  the  cases,  reported  in  this 
paper,  it  appears  that  the  stuporous  delirious  episodes  may 
also  precede  the  characteristic  nervous  phenomena  for  a 
few  days  to  eight  weeks. 

With  the  development  of  the  case  the  facies  of  the 
patient  is  rather  characteristic  of  a  delirious  or  exhaustive 
condition,  the  eyes  are  rather  wide  open  and  there  is  fre- 
quent blinking  of  the  eyelids.  The  coma  vigil  expression 
is  applicable  in  some  cases. 

In  the  cases  at  this  hospital,  the  duration  of  the  character- 
istic muscular  tension  and  jactations  has  ranged  from  three 
to  fifty  days,  and  the  outcome  has  been  uniformly  fatal. 

The  termination  of  the  case  is  generally  in  profound 
stupor  preceded  by  difficulties  of  articulation  and  degluti- 
tion; respirations  become  irregular,  increased  and  labored. 
The  pulse  is  rapid.  Duskiness  develops  and  feeble  jacta- 
tions may  continue  to  a  few  moments  before  death. 

The  subacute  forms  of  central  neuritis  differ  from  the 
more  acute,  in  that  the  muscular  twitchings  are  slower  in 
development  and  may  not  reach  the  degree  of  jactation 
which  characterizes  the  rapidly  fatal  types.  In  the  acute 
process  there  is  rapid  loss  of  weight;  in  the  subacute 
conditions  emaciation  becomes  marked. 
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My  nine  cases  showed  a  history  of  diarrhoea  in  six 
during-  some  period  of  the  disorder,  usually  at  the  outset. 

Temperature  records,  which  were  kept  in  seven  cases, 
showed  an  average  elevation  of  two  degrees,  while  in  two 
cases  the  temperature  was  normal  or  subnormal  throughout. 

I  will  read  only  the  records  of  these  cases. 

Case  No.  5775.  Male,  age  51;  tinsmith.  Admitted 
May  19,  1905. 

This  man,  whose  mother  and  sister  had  been  insane,  was 
well  up  to  eleven  months  ago,  June,  1905.  He  then  had 
grippe;  continued  debilitated,  and  within  a  few  weeks  be- 
came erratic  in  his  conduct.  Two  weeks  before  admission 
showed  further  prostration  and  remained  in  bed.  Then 
expressed  a  few  depressed  ideas;  said  he  could  not  eat  or 
breathe  or  talk,  though  continued  quite  talkative ;  would 
laugh  and  cry;  was  uneasy,  made  delirious  references,  also 
intimated  hallucinations  of  hearing,  and  complained  that 
when  he  looked  at  objects  he  could  see  only  half  of  them. 

On  admission,  he  was  unable  to  walk;  answered  ques- 
tions slowly;  spoke  of  feeling  exhausted  and  of  having 
consumption.  His  nutrition  was  considerably  reduced, 
though  his  temperature  was  normal.  He  complained  of 
dizziness  and  would  have  a  tendency  to  sink  down  when 
placed  in  an  upright  position.  His  tendon  reflexes  were 
considerably  exaggerated  and  the  pupils  were  irregular, 
but  reacted  promptly  to  light  and  accommodation.  He 
had  quite  a  degree  of  arteriosclerosis  and  was  quite  auto- 
toxic.  There  were  rather  coarse  tremors  of  hands  and 
tongue,  but  no  muscular  rigidity.  Otherwise,  physical 
examination  was  negative.  Within  two  days  he  became 
rather  restless,  answered  questions  in  a  reckless  and  sense- 
less fashion,  giving  but  little  account  of  himself;  had  a 
tendency  to  fabricate  and  was  inattentive;  would  have 
periods  of  yelling  loudly,  and  in  a  tottering  way  would  try 
to  walk  away  from  his  bed,  but  would  fall;  had  increased 
aversion  to  food,  saying  he  could  not  swallow.  He  con- 
tinued to  show  rather  increasing  ataxia  and  tremor  of  his 
arms,  and  twenty-eight  days  after  admission  examination 
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showed  quite  a  degree  of  muscular  tension  of  arms  and 
legs,  with  prostration  to  the  degree  that  he  lay  flat  on  his 
back  in  bed,  with  eyes  wide  open,  with  twinkling  of  the 
eyelids  and  frequent  involuntary  jerks  and  jactations  of 
his  arms,  face  and  neck  muscles.  There  were  also  occa- 
sional electric-like  jerks  of  the  sternocleidomastoid  muscles. 
However,  at  this  time  he  seemed  to  notice  those  approach- 
ing his  bedside.  Then  the  facial  tremor  was  quite  in  evi- 
dence and  would  often  terminate  in  peculiar  spasmodic 
grins.  He  was  able  to  move  his  eyes  in  all  directions,  but 
his  pupils  were  still  irregular,  though  responsive  to  light. 
He  had  considerable  difficulty  in  articulation,  and  when 
requested  to  protrude  his  tongue  did  so  in  a  jerky  fashion, 
which  effort  brought  out  quite  markedly  jactations  of  his 
arms  and  facial  muscles.  When  asked  to  take  hold  of  ex- 
aminer's hand,  he  obeyed  the  command,  but  showed 
markedly  gross  ataxia  and  jerky  motions  ensued,  which 
seemed  quickly  to  increase  in  rapidity,  and  after  a  few 
moments  suddenly  to  subside.  Otherwise,  the  position  of 
his  arms  was  in  extension,  accompanied  with  frequent 
jerkings,  including  some  action  of  the  pronators  and  ex- 
tensors of  the  wrists  and  twitchings  of  the  fingers.  The 
lower  limbs  were  tensely  extended,  and  there  were  occa- 
sional quick  hyper-extensions,  with  marked  dorsal  flexion 
of  the  ankles.  His  tendon  reflexes  were  all  markedly  in- 
creased, the  patellar  reflexes  being  spastic.  No  Babinski 
elicited.  At  all  times  he  reacted  promptly  to  pin  pricks. 
During  the  last  four  or  five  days  he  was  unable  to  articu- 
late or  swallow  liquids,  and  had  quite  a  degree  of  rigidity 
of  the  neck  muscles.  Respirations  became  much  increased. 
Pulse  became  rapid,  and  muscular  twitchings  continued 
until  death,  when  his  temperature  was  100.20.  On  admis- 
sion, lumbar  puncture  showed  27  white  cells  to  the 
centimeter. 

Autopsy  seven  hours  after  death.  Marked  emaciation. 
Pericardium  adherent;  aorta  atheromatous;  lungs  showed 
focal  pneumonic  consolidations  and  recent  as  well  as  old 
pleuritic  adhesions;  congestion  of  the  parenchymatous 
-organs.    Brain  weighed  1,345  grams.    Pia  gray;  some- 
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what  injected;  slightly,  but  diffusely  thickened  vessels  and 
negative  cortex.  Microscopically,  there  was  advanced 
axonal  alteration  of  the  Betz  cells,  and  in  a  few  of  the 
larger  pyramids,  which  showed  poor  preservation  of  the 
peripheral  stainable  bodies. 

Case  No.  6,069.  Female,  aged  55.  Admitted  March 
19,  1907. 

This  woman,  who  had  an  insane  uncle,  was  always 
considered  eccentric  and  somewhat  defective.  At  the 
age  of  35  began  to  show  mental  traits,  concerning  which 
but  little  is  known.  '  She  had  various  persecutory  ideas, 
talked  much  about  spirits,  dressed  in  peculiar  fashion, 
and  was  in  an  institution  for  a  few  years,  where,  it  is 
said,  she  was  hallucinated.  She  was  discharged  improved, 
and  did  well  until  the  early  part  of  1907,  when  she  became 
irritable,  threatening,  talked  much  about  voices,  and 
expressed  senseless  ideas;  wandered  about  in  cold  weather 
improperly  clad. 

On  admission,  she  was  very  poorly  nourished,  and  there 
was  harsh  breathing  over  the  entire  right  lung.  She  was 
disinclined  to  talk,  being  irritable.  Her  recollections 
were  unreliable  and  she  made  vague  references  to  perse- 
cutions by  neighbors  and  also  of  hearing  God's  voice.  A 
few  days  after  admission  she  received  an  anaesthetic  and 
two  toes  were  amputated  from  her  right  foot  because  of 
former  frost  bites.  She  continued  in  bed,  and  in  the 
following  month  had  considerable  diarrhoea,  cough  and 
expectoration;  seemed  much  prostrated,  unable  to  walk 
and  had  a  tendency  to  lean  to  one  side.  Two  months  after 
entry  began  to  talk  in  a  delirious  fashion,  showed  some 
muscular  tension  of  her  arms  and  legs  with  occasional 
twitchings.  There  gradually  developed  marked  flexions 
of  the  arms  and  legs,  particularly  of  the  latter.  The  jerk- 
ings  of  her  arms  became  more  gross  and  greater  in 
frequency,  and  were  especially  noticeable  when  she  was 
approached  or  disturbed.  They  were  confined  mostly  to 
the  flexor  group  of  muscles,  although  the  extensors, 
abductors  and  muscles  of  the  hands  shared  in  the  exhi- 
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bition.  She  eventually  developed,  also,  jactations  of  the 
jaw  and  facial  muscles,  had  retraction  of  the  head,  diffi- 
culty of  swallowing  and  articulation,  and  became  increas- 
ingly stuporous,  although  at  times,  was  able  to  recognize 
her  brother  to  within  a  day  or  so  of  her  death.  She  was 
conscious  just  before  death,  turned  her  eyes  to  the  nurse, 
and  feeble  jactations,  especially  of  her  face,  were  then 
noticed. 

The  duration  of  her  hospital  life  was  three  months  and 
ten  days,  and  approximately  the  duration  of  the  character- 
istic neurotic  symptoms  was  about  three  weeks.  Through- 
out the  course  of  her  attack  her  temperature  had  not  been 
higher  than  ioo°,  and  the  respirations  at  the  last  reached 
40  per  minute. 

Eight  days  before  death  lumbar  puncture  showed  13. 
white  cells  to  the  centimeter.  Subdural  injection  of  this 
fluid  into  Guinea  pigs  resulted  in  negative  reactions ;  also 
cultures  in  serum  and  bouillon  were  negative. 

Autopsy.  Marked  emaciation;  tubercular  consolidation 
of  right  lung;  capsules  of  kidneys  adherent;  brain 
weighed  1,050  grams;  moderate  meningeal  congestion. 
Microscopical  examination  showed  typical  axonal  altera- 
tion of  Betz  cells  with  fair  preservation  of  peripheral 
stainable  bodies.  The  cell  bodies  of  the  smaller  cells 
appeared  somewhat  granular  and  crumbly.  Moderate 
increase  in  the  free  nuclei  or  satellite  cells.  Cultures 
from  heart,  spleen,  liver  and  kidneys  in  serum  and 
bouillon  probably  negative.  A  few  long  non-motile, 
gram-negative  bacilli  with  rounded  ends  and  occasional 
poorly  defined  polar  bodies  were  observed.  Lack  of  cer- 
tain identity  with  pathogenic  bacteria  casts  doubt.  They 
were  doubtless  of  extraneous  origin  and  due  to  faulty 
technique. 

Case  No.  4,616.  Female,  aged  62.  Admitted  Novem- 
ber 17,  1902. 

This  woman,  whose  father  was  melancholy  and  com- 
mitted suicide,  was  well  until  44,  when  she  had  melan- 
cholia,  from   which   she   recovered    after   four  years. 
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For  the  past  12  years  she  has  used  morphine,  taking  as 
much  as  ten  grains  a  day,  and,  at  times,  was  somewhat 
melancholy,  but  did  well  until  two  months  before  admis- 
sion, when  she  became  upset  over  religious  matters;  then 
thought  she  was  doomed  to  be  burned,  and  was  too 
wicked  to  eat;  refused  food,  and  said  she  had  been  dead 
for  years. 

On  admission,  rarely  spoke,  seemed  puzzled,  lay  quietly 
in  bed  and  made  senseless  reiterations;  kept  her  head 
covered  and  fingers  in  ears.  At  times,  was  irritable, 
obscene,  and  gave  vent  to  nihilistic  expressions.  Two 
years  and  a  half  after  admission,  failed  in  general  strength, 
gait  became  unsteady  and  was  unable  to  get  out  of  bed. 
Soon  became  mildly  delirious  and  gradually  developed 
marked  rigidity  of  the  lower  limbs,  so  much  so  that  they 
were  firmly  flexed  and  she  would  cry  out  when  efforts 
were  made  to  move  them.  There  were  frequent  twitch  - 
ings  and  coarse  jactations  of  the  arms  with  quite  a  degree 
of  flexion  of  the  wrists,  thumbs  pointing  toward  the 
palms.  Her  tendon  reflexes  were  active  especially  the 
patellar,  which  were  spastic,  and  for  several  days  her 
bowels  were  loose.  She  had  slight  elevation  of  tempera- 
ture and  she  became  much  emaciated.  Difficulty  of 
articulation  and  deglutition  supervened  and  she  died  two 
months  and  a  half  after  the  onset  of  her  neuritic  symp- 
toms. At  no  time  did  she  show  sensory  disturbances, 
pupilary  changes  or  positive  Babinski  reactions.  The 
course  of  her  disease  was  subacute. 

Autopsy,  three  hours  after  death.  Considerable  emaci- 
ation. Abdominal  viscera  generally  congested;  evidences 
of  old  pleurisy.  Brain  weighed  1,315  grams;  slight 
general  atrophy  of  the  cortex;  large  cerebral  vessels 
atheromatous.  Microscopically,  there  was  a  pure,  moder- 
ately advanced  axonal  alteration  of  the  majority  of  Betz 
cells  and  some  of  the  larger  pyramids  with  a  fair  preserva- 
tion of  the  peripheral  stainable  bodies.  The  smaller 
nerve  cells  appeared  unaffected.  The  Marchi  reaction 
was  very  scanty. 

Summary.     The  recorded  facts  concerning  nine  cases  of 
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central  neuritis  at  this  hospital  tally  quite  closely  with 
those  previously  recorded.  The  disorder  has  occurred  in 
both  men  and  women  in  infective-exhaustive  conditions, 
dementia  pra^cox,  melancholia  and  depressive  senile  states. 
The  duration  of  psychic  symptoms,  previous  to  symptoms 
of  central  neuritis,  has  been  from  two  and  a  half  months 
to  twenty  years.  In  six  the  disorder  has  apparently  had 
some  relationship  to  possible  etiological  factors.  Clinic- 
ally, the  onset  has  not  been  clear.  Physical  failure  with 
weakness  have  preceded  the  symptoms  of  muscular  ten- 
sion, jactations  and  disorder  of  reflexes  for  a  period  of  one 
to  twelve  weeks.  Delirious-stuporous  episodes  have  also 
antedated  the  characteristic  motor  exhibitions  for  a  few 
days  to  eight  weeks  and  then  continued  to  share  in  the 
picture.  The  terminal  stages  have  shown  themselves  in 
increasing  stupor,  difficulty  in  articulation  and  deglutition 
and  increased  respirations.  Throughout  the  height  of  the 
disease  some  diarrhoea  and  increased  bronchial  secretion 
have  occurred  in  six  during  some  period  of  the  disorder, 
usually  at  the  outset. 

The  anatomical  findings  are  given  in  summary  form  by 
Dr.  Lambert  further  on  in  the  report. 

We  will  now  show  you  a  patient  in  whom  the  course  has 
been  fairly  typical,  although  subacute  in  form.  She  fails 
to  present,  at  present,  unfortunately,  any  stuporous- 
delirious  phases.  Furthermore,  the  muscular  tension  and 
jactations  at  present  are  but  little  in  evidence.  On  close 
inspection,  however,  you  can  see  occasional  twitchings 
and  subsultus  of  the  extensor  tendons  of  the  forearms. 
She  is  quite  bright  now  and  will  answer  questions  fairly 
well.  There  have  been  days,  even  quite  recently,  when 
she  has  been  delirious  and  hallucinated,  and  has  exhibited 
retraction  of  the  head  with  tension,  and  twitchings  of  the 
arm  muscles  which  have  been  quite  apparent.  It  is  possi- 
ble the  central  neuritic  phenomena  have  been  considerably 
modified  by  some  evidences  now  present  indicative  of  a 
secondary  peripheral  neuritis. 

This  is  our  thirteenth  case  of  central  neuritis. 
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Dr.  Russell  :  I  would  like  to  say  that  this  is  the  second 
case  of  central  neuritis  I  have  seen.  In  spite  of  persist- 
ent inquiries  I  have  only  been  able  to  see  one  case.  I 
have  inquired  about  the  disease  very  frequently  in  hospi- 
tals, and  I  am  satisfied  that  in  some  hospitals  it  is  not 
recognized;  in  fact,  the  physicians  have  told  me  that  they 
have  not  been  able  to  recognize  it,  and  it  seems  to  me  it 
must  be  very  helpful  for  you  to  see  this  case  as  it  is  very 
difficult  to  recognize  it.  The  actual  observation  is  more 
helpful  than  any  written  description.  It  is  an  extremely 
important  condition  and  would  warrant  very  systematic 
study  on  bacteriological  lines.  I  would  like  to  ask  Dr. 
Meyer  if  any  cases  have  recovered. 

Dr.  Armstrong:  We  have  had  at  Buffalo  State  Hospi- 
tal only  two  cases  that  we  have  recognized  clinically;  we 
have  had  some  that  we  have  recognized  anatomically. 
We  have  been  on  the  lookout  for  it. 

Dr.  Meyer:  How  many  of  those  cases  have  been  found 
postmortem  since  the  first  cases  were  found  or  recognized 
clinically? 

Dr.  Armstrong:  It  seems  to  me  that  only  one  recently 
was  recognized  after  the  first  stages,  and  the  others  were 
found  microscopically. 

Dr.  Meyer:  That,  of  course,  was  the  development  of 
the  whole  topic;  one  came  across  a  number  of  cases  which 
showed  this  condition  and  began  to  open  our  eyes.  Of 
course,  in  any  series  there  will  be  occasional  cases  which 
do  not  show  any  very  marked  symptoms,  as  is  shown  in  the 
series  of  1901. 

In  regard  to  the  question  of  recovery,  I  would  say  that 
one  of  our  cases  in  Worcester,  who  seemed  to  recover,  had 
really  only  a  remission  of  one  or  two  weeks  and  then  died 
within  three  or  four  weeks  by  recurrence.  This  patient 
evidently  seems  to  have  a  decided  peripheral  neuritis. 
In  looking  over  the  literature  of  neuritis,  you  do  not 
get  very  often  reference  to  the  central  complex;  as 
soon  as  the  neuritis  sets  in,  you  have  a  paralysis,  which 
expresses  the  symptoms  of  the  peripheral  neuritis,  and 
even  if  there  were  also  a  foundation  for  rigidity  and 


465 


jactation  the  condition  of  paralysis  practically  prevents 
their  manifestation. 

I  would  like  to  ask  Dr.  Lambert  in  how  many  cases  the 
accumulations  of  satellite  cells  are  observed.  In  1895,  m 
the  American  Journal  of  Insanity,  I  gave  a  review  of  the 
pertinent  conditions.  Primarily,  it  was  observed  in 
pneumonia  and  typhoid  cases  and  was  then  called  en- 
cephalitis; then,  it  is  found  in  states  of  starvation. 

Dr.  Lambert:  I  do  not  recall  the  individual  cases  of 
central  neuritis  in  which  these  satellite  cells  were  most 
numerous.  I  am  under  the  impression  that  in  those  cases 
in  which  there  was  probable  infection  or  toxaemia  the 
number  of  these  cells  was  increased.  The  illustrations 
shown  last  evening  were  selected  from  the  Case  L.  because 
the  satellite  cell  increase  was  very  apparent.  In  this  case 
the  temperature  was  normal,  there  was,  however,  diar- 
rhoea, abdominal  distension  and  albuminuria. 

In  addition  to  this  class  of  cases,  we  not  infrequently 
observe  this  condition  of  satellitosis  in  other  material, 
especially  some  of  the  cases  of  senile  dementia  dying  of 
pneumonia  or  mixed  infections. 

These  cells  seem  to  have  their  origin  from  the  non- 
nervous  elements  rather  than  the  mesoblastic  tissue. 
They  multiply  apparently  by  direct  division;  mitotic 
figures  are  rarely  seen. 

Dr.  Meyer:  There  is  another  point  to  which  I  would 
like  to  call  attention,  namely  the  consistency  of  the  brain 
on  removal;  that  is,  whether  we  find  in  many  of  these 
cases  the  so-called  soft  brain  and  then,  of  course,  the  in- 
quiry into  terminal  infections,  which  would  go  very 
closely  with  that  problem.  Whether  the  terminal  infec- 
tion, if  found  in  such  a  case,  is  necessarily  at  the  bottom 
of  the  central  neuritis  is  another  question.  I  think  it  is 
very  likely  that  a  case  that  has  central  neuritis  may  be 
more  exposed  to  terminal  infections  than  one  that  has  not, 
so  that  we  must  look  closely  into  bacteriological  findings. 

Changes  are  very  rarely  found  in  small  cells.  I  think, 
however,  it  would  be  wrong  to  emphasize  too  much  the 
Betz  cells.    The  largest  elements  anywhere  in  the  nerv- 
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ous  system  are  most  apt  to  show  the  affection,  but 
especially  the  suprasegmental  elements. 

The  chief  distinction  between  the  presentation  of  the 
disorder  that  I  gave  in  1901  and  the  one  that  Turner  gave 
before  was  this:  That  Turner  thought  he  had  established 
a  dementia  referable  to  a  cortex  cell  alteration,  and  it  was 
then  shown  in  cases  that  I  examined  in  Worcester  that, 
on  the  one  hand,  we  have  no  special  right  to  speak  of  the 
condition  as  dementia,  inasmuch  as  several  of  the  patients 
remained  remarkably  well  oriented,  recognized  me  one 
day  before  death,  and  when  they  could  hardly  get  the 
name  out.  Then  from  an  anatomical  point  of  view,  we 
are  dealing  with  an  affection  of  the  central  nervous  system 
generally,  and  not  only  with  the  cortex.  It  is  a  striking 
fact  that,  so  far  as  I  am  aware,  we  have  no  brain  lesion  in 
any  mental  disorder  in  which  the  cortex  is  picked  out 
alone  as  the  sole  focus  of  the  disease.  Where  we  do  find 
disorders  in  the  cortex,  we  find  also  alterations  in  other 
parts  of  the  brain,  cerebellum,  etc. 

Dr.  Russell:  Are  the  patients  always  reduced  physic- 
ally before  the  onset  of  this  disorder? 

Dr.  Meyer:  Not  necessarily.  I  have  seen  cases  where 
there  was  very  fair  nutrition.  One  of  the  striking  features 
is  that  quite  a  number  of  cases  do  not  develop  in  the  hos- 
pital, but  come  in  with  the  disorder;  as  is  shown  also  by 
one  case  that  Dr.  Hoch  contributed  to  me — a  case  that 
was  taken  to  the  Boston  City  Hospital  and  then  was 
diagnosed  tubercular  meningitis. 

Dr.  Somers:  A  few  months  ago,  we  had  a  case  which 
•did  not  show  muscular  tension  or  jactations,  although  she 
had  some  tremor  and  inco-ordination  of  the  arms  and  her 
reflexes  were  exaggerated.  She  complained  of  weakness, 
said  her  muscles  were  sore  and  that  she  felt  fastened  to 
the  bed.  She  died  very  suddenly  three  days  after  admis- 
sion. Sections  from  the  brain  were  sent  to  the  Institute 
and  a  report  was  returned  with  the  statement  that  the 
findings  were  typical  of  central  neuritis. 
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A  Case  of  Sknsory  Aphasia. 
Presented  by  Dr.  Ryon. 

Male,  age  38;  single;  barber;  family  history  negative. 
He  was  inclined  to  drink  some,  occasionally  becoming  in- 
toxicated. In  March,  1907,  gave  up  his  work  as  barber  and 
went  to  work  on  a  farm.  On  the  9th  of  July,  1907,  while 
working  in  hay  field,  suffered  from  heat  stroke,  and  awoke 
the  following  morning  in  a  confused  condition.  He  was 
rambling  in  his  talk  and  did  not  seem  to  remember  any- 
thing that  was  said  to  him,  but  would  occasionally  realize 
his  condition,  saying  he  knew  he  was  not  right,  and  it  was 
very  funny;  swore  about  his  state  and  said  there  must  be 
some  help  for  him.  Was  unable  to  feed  or  care  for  him- 
self, and  would  not  eat  unless  urged  to  do  so;  well  nour- 
ished; pupils  regular,  equal,  react  normally;  ophthalmo- 
scopic examination  negative.  He  could  not  co-operate 
intelligently  in  tests  with  the  perimeter.  Hearing  ap- 
parently unimpaired,  but  patient  could  not  understand 
things  said  to  him.  Taste,  smell  and  cutaneous  sensibil- 
ity uncertain.  Deep  reflexes  moderately  active.  Patient 
is  right-handed.    No  evidences  of  syphilis. 

On  the  1 8th  of  May,  1908,  patient  had  a  severe  convul- 
sion. He  was  unconscious;  exhibited  severe  twitching  of 
facial  muscles;  slow  contraction  of  arms  and  legs;  eyes 
were  fixed,  but  patient  did  not  froth  at  the  mouth.  On 
June  29,  1908,  had  another  severe  convulsion,  preceded 
by  loud  cry;  rigid  muscular  contraction  of  limbs;  eyes 
fixed;  twitching  of  face;  unconscious  for  ten  minutes. 
Following  both  these  seizures  patient  was  quite  dull. 

Summary  of  Aphasic  Examination.  He  rarely  under- 
stands speech;  depends  largely  upon  gestures;  reads 
without  understanding;  expresses  himself  in  paraphasic 
form;  unable  to  write  anything,  except  his  name,  but  can 
copy.  His  verbal  alexia  seems  to  be  due  to  loss  of  audi- 
tory speech  memories,  for  he  his  able  to  name  objects,  per- 
form pantomime  and  imitate.  Word  deafness  is  not  com- 
plete, for  he  occasionally  understands  commands,  imitates 
sounds,  pronounces  written  words,  and  occasionally  re- 
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peats  words  spoken  to  him.  He,  therefore,  has  not  an 
absolute  word  deafness.  There  would  seem  to  be  rather 
an  interruption  in  the  association  fibres  leading-  from  the 
auditory  speech  memory  center  in  the  left  temporal  re- 
gion, probably  dating  from  the  time  of  his  heat  stroke, 
when  a  sudden  hemorrhage  may  possibly  have  occurred. 

Patient  was  demonstrated  to  the  conference  by  Dr.  Ryon 
and  Dr.  Meyer.  Dr.  Meyer  stated  that  the  most  impres- 
sive feature  in  the  case  was  the  tremendous  difficulty  he 
has  in  concentrating  himself  on  anything  special.  The 
most  interesting  part  of  the  observation  will  consist  of 
trying  to  find  out  what  the  patient  is  capable  of  doing 
spontaneously  on  the  ward,  what  are  the  things  in  which 
he  has  shown  particular  initiative,  and  where  he  begins  to 
fail,  and  what  relation  the  failure  has  to  definite  disorders 
of  his  elaboration  and  speech  mechanism. 

The  first  question  usually  raised  is  whether  it  is  an 
essentially  sub-cortical  affection.  That  does  not  seem  to 
be  the  case,  inasmuch  as  he  is  able  to  repeat.  He  is  able 
to  express  some  words,  which  points  to  relative  integrity 
of  the  outer  side  of  the  ist  and  2d  temporal  convolutions. 

Dr.  Dunlap  thought  that  the  slow  progress  of  the  case 
suggested  a  specific  history,  especially  the  somewhat 
indefinite  beginning. 

Dr.  C.  I.  Lambert  of  the  Psychiatric  Institute  reported, 
with  the  aid  of  about  75  lantern  slides,  nine  cases  of  cen- 
tral neuritis,  one  case  of  acute  purulent  meningo- encepha- 
litis, two  cases  of  syphilitic  cerebro-spinal  meningitis,  one 
case  of  syringomyelia  and  ten  cases  of  cerebral  arterio- 
sclerosis, material  in  all  of  which  had  been  received  from 
the  St.  Lawrence  State  Hospital. 
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NOTES  ON   PATHOLOGICAL  MATERIAL. 
By  Dr.  C.  I.  Lambert, 

Assistant  in  Neuropathology  in  the  Psychiatric  Institute. 

Central  Neuritis. 

The  first  group  of  cases  was  considered  as  a  whole.  To 
judge  from  the  material  in  Adolf  Meyer's  original  article 
on  the  subject  published  in  Brain,  1901,  and  the  summary- 
analysis  of  the  Ogdensburg  cases,  this  disorder  is  observed 
to  occur  as  a  terminal  affection  in  a  number  of  psychoses, 
particularly  in  asthenic  conditions,  usually  in  the  fourth, 
fifth  and  sixth  decades  of  life.  With  a  course  of  a  few 
days  or  several  weeks,  and  frequently  associated  with 
diarrhoea  and  febrile  reactions,  there  develop  loss  of 
weight,  progressive  weakness,  muscular  tension  and  rig- 
idity, peculiar  twitchings  and  inco  ordinate  movements, 
the  latter  at  times  amounting  to  jactations  of  the  limbs. 
The  reflexes  are  usually  increased.  The  mental  condition 
is  generally  that  of  an  anxious,  perplexed  agitation  or  a 
stuporous  and  at  times  delirious  state. 

The  gross  anatomical  features  of  the  brains  from  these 
individuals  were  largely  those  incident  to  the  period  of 
life  or  physical  condition  of  the  individual;  slight  haziness 
of  the  pia,  occasional  congestion  of  the  finer  as  well  as  the 
larger  pial  vessels,  sometimes  moderate  atrophy  of  the 
convolutions,  but  seldom  any  marked  arteriosclerosis. 

The  microscopic  changes  were  essentially  a  parenchy- 
matous reaction,  consisting  of  a  bilateral  axonal  alteration 
of  the  Betz  cells  of  the  motor  cortex  and  sometimes  those 
of  the  larger  pyramidal  type  outside  this  field.  This  re- 
action occurs  so  uniformly  in  this  class  of  cases  that  it 
may  be  regarded  as  the  crucial  condition  on  which  to  base 
the  diagnosis. 

Myelin  sheath  degeneration  studied  in  seven  of  the  nine 
cases  was  not  constant.  It  was  almost  completely  absent 
in  several  cases,  scanty  in  others,  and  only  well-marked  in 
one.  With  due  regard  for  the  technical  uncertainties  of 
the  Marchi  method  it  looks  as  if  the  extent  of  the  degen- 
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eration  depended  on  the  relative  duration  of  the  disorder, 
as  it  is  scanty  or  negative  in  the  rather  acute  cases. 

The  fibril-producing  neuroglia  shows  no  constant  reac- 
tion incident  to  the  process.  There  was,  however,  a 
moderate  increase  in  the  number  of  free  nuclei  or  satellite 
cells  about  the  nerve  cells  and  along  the  blood  vessels, 
furnishing  excellent  illustrations  of  44  satellitosis  ".  The 
connective  and  vascular  tissue  appeared  unaffected. 

The  amount  of  pigment  in  the  cortex  was  greater  than 
the  age  of  the  individual  seemed  to  warrant  and  invites 
further  investigation. 

The  bacteriological  data  are  still  too  scanty  and  suggest 
a  field  for  further  inquiry. 

Acute  Purulent  Mkningo-Encephalitis. 

The  patient,  (I.  R.)  was  a  drug-habitue  of  56  with  a 
psychosis  of  uncertain  duration  who  attempted  to  tear  out 
both  her  eyes  ten  days  before  death.  Purulent  ophthalmia 
developed;  both  eyes  were  finally  enucleated;  but  the 
patient  died  three  days  later. 

The  brain  was  of  moderate  size,  the  pia  diffusely 
thickened  and  slightly  cloudy  and  considerably  congested 
over  the  left  convexity.  Many  of  the  pial  vessels  con- 
tained a  yellowish,  blood-tinged,  curd-like  coagulum. 
Foci  of  more  marked  congestion  and  palpable  softening 
were  present  in  the  left  temporal  region,  the  left  angular 
and  postparietal  gyri,  and  the  right  parietal  region. 

Sections  from  these  regions  showed  rather  uniform 
microscopic  findings,  those  of  streptococcus  meningitis. 
Occasional  colonies  of  streptococci  were  observed  in  the 
pia  or  within  the  vessels  of  the  cortex  often  to  such  an  ex- 
tent as  to  occlude  the  lumen  of  the  vessel.  A  tremendous 
number  of  corpora  amylacea  were  present  in  the  superfi- 
cial neuroglia  layer  of  the  cortex,  about  many  of  the  cor- 
tical and  subcortical  vessels,  along  the  walls  of  the  ventricle, 
and  in  and  about  the  foci  of  degeneration.  The  cortical 
changes  consisted  of  a  diffuse  stainability  of  the  nerve 
cells  and  neuroglia  hyperplasia  as  well  as  hypertrophy. 
The  severity  of  these  alterations  seemed  to  depend  upon 
whether  the  septic  process  was  local  or  diffuse. 
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Syphilitic  Meningo-Encephali its  with  Gummata. 

The  first  case  (P.  A.)  presented  large  multiple  gummata. 
The  patient  was  a  woman  of  45,  ill  since  35,  complaining 
much  of  headaches.  Three  years  before  death,  nodes 
appeared  on  the  forehead  which  disappeared  under  specific 
treatment.  One  year  before  death,  progressive  weakness 
and  unsteady  gait  came  on  with  a  gradual  paralysis  of 
first  the  left  leg,  then  the  left  arm,  but  not  the  face. 
There  was  a  Babinski  sign  on  the  right. 

The  pia  of  the  brain  appeared  thickened,  discolored  and 
hemorrhagic,  especially  over  the  frontal  region.  On  sec- 
tion, small  nodes  were  seen  in  R.  F.  3  and  the  left  uncus. 
Large  nodes  invaded  the  right  crus  cerebri  and  cornu 
ammonis.  These  latter,  no  doubt,  explain  the  paralysis  of 
the  left  leg  and  arm  while  a  small  softening  in  the  left 
putamen  touching  the  internal  capsule  may  probably 
account  for  the  right  Babinski  sign. 

The  histological  features  were  those  characteristic  of 
focal  brain  syphilis,  that  is,  a  local  meningitis  with  typical 
gummatous  nodes;  in  relation  with  these  there  was  more 
or  less  endarteritis  obliterans  of  the  neighboring  vessels. 

Syphilitic  Cerebrospinal  Meningo-Myelitis  and 
Encephalitis. 

The  patient  (F.  R.)  was  a  plumber  of  29.  He  spoke  of 
some  previous  venereal  infection.  His  illness  began  six 
years  before  death  with  numb  spells  occasionally  on  the 
right,  but  mostly  on  the  left  side  of  the  body.  The  numb 
feelings  were  followed  by  weakness,  which  began  in  the 
left  foot  and  extended  upwards  with  the  development  of 
ataxia,  atrophy  and  palsy.  There  was  hyperesthesia  in 
the  left  leg,  hyperesthesia  to  pain  and  temperature  in  the 
right  leg,  absence  of  organic  and  deep  reflexes,  double 
Babinski  and  Romberg  signs.  During  the  year  preceding 
death,  the  symptoms  were  more  pronounced  on  the  right 
side;  there  was  numbness  of  the  right  face,  arm  and  leg, 
with  frequent  seizures  and  finally  paralysis  of  this  side 
also.  His  orientation  and  memory  became  defective,  and 
delirious  episodes  were  frequent. 

Nov.— 1908— N 
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The  meninges  of  the  spinal  cord  were  much  infiltrated, 
and  in  the  lower  thoracic  portion  the  left  lateral  and  ven- 
tral columns  were  almost  completely  destroyed  by  a  diffuse 
intramedullary  cellular  infiltrative  process.  A  similar  but 
less  severe  condition  was  present  on  the  right  side  of  the 
cord  but  undoubtedly  of  more  significance  with  relation  to 
the  right-sided  symptoms  was  the  focal  thickening  of  the 
pia  together  with  the  presence  of  numerous  small  indi- 
vidual and  confluent  gummata  in  the  left  central  and 
frontal  region  of  the  brain.  A  recent  hemorrhage  was  also 
found  in  the  left  subcentral  marrow  and  had  broken  into 
the  left  lateral  ventricle.  Over  the  base  a  diffuse  menin- 
gitis was  found. 

A  Case  of  Syringomyelia  Producing  a  Transverse 
Lesion. 

The  syringomyelic  process  was  probably  primary.  The 
cavity  extended  the  entire  length  of  the  cord,  and  in  the 
lumbar  region  consisted  of  numerous  diverticula  which 
•destroyed  completely  segments  L5  and  Sj  and  led  to  the 
classical  secondary  degenerations. 

The  patient  (J.  A.)  was  a  man  of  53  who  twenty-five 
years  before  had  a  fall,  details  lacking,  after  which  there 
was  pain  and  difficulty  in  walking.  At  the  time  of  admis- 
sion, eight  years  before  death,  he  was  mildly  depressed 
and  delusional,  and  suffered  from  epileptiform  convulsions 
which  increased  in  severity.  At  the  time  of  admission  he 
complained  of  variable  paresthetic  sensations,  "was  being 
charged  with  electricity"  and  "bitten  by  mosquitoes". 
A  chart  compiled  from  the  hospital  abstract  showed  im- 
paired tactile  and  pain  sensibility  below  the  knees,  most 
marked  in  the  feet,  but  preserved  temperature  sense  over 
this  region.  Above  the  knees,  nothing  was  observed  ex- 
cept slight  impairment  of  the  muscle  sense  in  the  thighs. 
The  patient  complained  of  subjective  numbness  over  the 
legs,  hips  and  right  arm.  There  were  slight  sensory  dis- 
turbances in  the  right  arm.  The  deep  reflexes  were 
slightly  evident  on  the  left  side,  absent  on  the  right  side; 
•only  the  patellar  could  be  elicited  on  both  sides  on  extreme 
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reinforcement.  The  organic  reflexes  were  absent;  cysti- 
tis was  present,  and  sexual  desire  was  said  to  have  been 
absent  for  many  years.  His  general  strength  was  dimin- 
ished, his  gait  was  feeble,  genu  valgum  was  present,  and, 
towards  the  last,  contractures  of  the  legs  developed, 
especially  on  the  right  side. 

The  gross  features  of  the  brain  were  not  remarkable. 
The  cord  was  hollow  and  collapsed,  flattened  and  some- 
what distorted.  Slices  from  each  segment,  C2  to  S4  in- 
clusive, were  imbedded  as  one  block  and  cut  as  a  segment 
•series.  In  the  cervical  region  the  cavity  was  multiple, 
the  largest  cavity  lying  to  the  right  of  the  center  of  the 
•cord;  in  the  thoracic  region  the  cavity  was  single  and  had 
migrated  from  the  right  lateral  position  in  the  cord  to  a 
more  central  and  symmetrical  position,  destroying  largely 
the  dorsal  horns  and  the  central  area  of  the  cord  dorsal  to 
the  central  canal  and  the  anterior  commissure.  Below  the 
thoracic  region  the  cavity  broke  up  into  several  diverticula, 
growing  more  numerous  downwards  so  as  to  lead  to  a 
complete  transverse  destruction  of  all  the  fibrepaths  at 
L5,  with  but  a  partial  preservation  of  the  outline  and 
supporting  structures  of  the  cord  itself.  Below  this  seg- 
ment, L5,  a  cavity  extended  into  the  right  side  of  S2  and 
S3,  but  ceased  in  S4  which  was  intact  except  for  a  degen- 
eration in  a  small  triangular  tract,  the  descending  fibers 
in  the  septomarginal  area:  fibers  whose  cell  bodies  lay 
above  the  level  of  the  lesion,  probably  within  the  spinal 
ganglia.  Above  the  level  of  L5  in  addition  to  the  syringo- 
myelic cavity  described,  there  was  a  secondary  degenera- 
tion in  the  posterior  median  columns  of  those  fibers  whose 
cell  bodies  lay  below  the  level  of  L5  within  the  spinal 
ganglia. 

The  origin  of  syringomyelic  cavities  is  not  plain.  .  Sev- 
eral theories,  all  more  or  less  tenable  for  individual  cases, 
have  been  advanced. 

The  nature  of  the  process  producing  the  transverse 
lesion,  L6,  is  somewhat  complicated.  The  history  of  a 
fall  and  contemporary  symptoms,  i.  e.,  "  pain  in  the  back", 
■*  *  difficulty  in  walking",  "absence  of  sexual  desire  for 
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many  years",  indicate  the  age  of  the  process  with  possible 
reference  to  the  fall  25  years  before;  on  the  other  hand,, 
the  fall  may  have  no  bearing  on  the  syringomyelic  process. 
Local  microscopic  studies  are  rather  suggestive  of  the 
condition's  being  essentially  syringomyelic  rather  than 
traumatic. 

As  stated  above,  a  transverse  lesion  of  L5  interrupts  the 
path  of  sensory  impulses  from  below  this  level.  In  addi- 
tion there  was  a  partial  destruction  by  the  syringomyelic 
process  of  the  incoming  dorsal  lumbar  root  fibers  above 
L5.  It  would  seem  then,  that  sensory  impressions  should 
have  been  completely  lacking  from  all  segments  below 
L5  and  largely  diminished  over  the  segmental  areas  for  all 
of  the  lower  lumbar  segments,  becoming  least  marked  as 
one  gets  farthest  from  the  area  of  maximum  destruction 
of  dorsal  root  fibers.  From  the  nature  and  position  of  the- 
lesion  there  should  have  been  present  a  loss  of  organic  re- 
flexes, as  were  actually  found  in  the  case,  and,  in  addition, 
sacral  anaesthesia  and  sensory  disturbance  of  segmental 
distribution  over  the  lower  extremities,  not  only  below 
the  knees  as  observed  in  this  case,  but  also  over  the  thighs 
posteriorly,  and  in  the  sacral  region. 

The  symptoms  in  a  case  of  myelitis,  partial  or  complete, 
naturally  vary  with  the  position,  extent  and  severity  of 
the  lesion.  Complicated  with  a  syringomyelic  process  the 
symptoms  will  be  even  more  diverse.  An  independent 
consideration  of  the  possible  lesions  present  in  the  exam- 
ination of  such  a  case  should  tend  to  clearness.  A  careful 
history  of  the  onset  should  be  obtained.  An  accurate 
chart  defining  the  type,  distribution  and  intensity  of  the 
sensory  disorders  or  any  peculiar  sensory  dissociations  in 
relation  to  the  cord  segments  (Church  and  Peterson,  52  and 
53)  should  be  made  and  checked  upon  from  time  to  time. 
The  development,  extent  and  any  variability  of  the  motor 
symptoms,  (Church  and  Peterson,  p.  324)  should  be  dili- 
gently noted,  the  condition  of  the  superficial  and  deep 
reflexes  (Starr,  p.  178)  should  be  carefully  observed,  also 
the  control  of  the  bladder  and  bowels,  and  any  trophic 
disorders. 
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Senile  Dementia  and  Arteriosclerotic  Dementia. 

The  arteriosclerotic  material  consists  of  ten  cases. 
From  this  material,  representative  cases  were  chosen  for 
■demonstration  with  special  reference  to  the  manner  in 
which  the  integrity  of  the  brain  might  suffer  through  its 
vascular  apparatus  especially,  and  the  attendant  clinical 
symptoms  resulting  therefrom. 

A  close  analysis  of  the  dementias  of  late  life  allows  one 
to  make  a  clinico-anatomical  grouping  of  these  cases  with 
considerable  precision.  Based  upon  the  mental  and  phys- 
ical status  of  the  individual,  these  fall  into  two  large 
groups,  simple  senile  dementia  and  arteriosclerotic  demen- 
tia with  focal  disorders. 

First.  In  simple  senile  dementia,  so  far  as  we  know  at 
present,  the  arteriosclerosis  may  be  merely  incidental  and 
not  a  significant  feature  in  the  general  involutional  process. 
However,  further  inquiry  may  reveal  a  more  intimate 
relationship.  While  the  atrophy  may  be  much  the  same 
as  in  the  essentially  arteriosclerotic  group  of  cases,  there 
is  less  evident  arteriosclerosis  of  the  vessels  and  absence 
of  any  significant  focal  destruction  of  brain  substance. 

But  if  the  play  opens  or  develops  with  sleeplessness, 
restlessness,  headache  and  dizziness,  mental  fatigueability, 
abnormal  irritability,  palpitation  of  the  heart,  increased 
blood  pressure,  a  justifiable  suspicion  of  arteriosclerosis 
exists  which  may  intensify  the  symptoms  common  to 
senile  dementia,  and  the  appearance  of  focal  symptoms 
confirms  the  presence  of  arteriosclerosis  as  a  significant 
factor  in  the  case.  Depending  upon  the  distribution  of 
the  focal  or  diffuse  destructiveness  of  the  vascular  lesions, 
the  dementias  under  consideration  may  be  designated  as 
below  with  reference  to  the  vessel  or  vessels  affected. 
The  complexity  of  the  case  will  ordinarily  be  increased 
■with  the  involvement  of  more  than  one  system  of  vessels. 

A.  Senile  dementia. 

B.  Arteriosclerotic  dementia. 

I.     Incipient  forms.     The  nervous  or  stationary 
type. 
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II.    Trunk  disorders,  in  the  form  of  obliterans,  tor- 
tuosities, aneurysms,  etc. 
a.    The  basilar  complex. 

III.  Branch  disorders. 

a.  Inferior  cerebellar  artery  complex; 

b.  Superior  cerebellar  artery  complex; 

c.  Posterior  cerebellar  artery  complex; 

i.    Hemianopsia;  complete  or  partial. 

d.  Middle  cerebral  complex; 

1.  Aphasia,  sensory,  motor  or  mixed; 

2.  Palsies. 

i.     Either  facial  or  brachial, 
ii.    Combined  facial  and  brachial, 
iii.    Complete  unilateral,  centrum  semi- 
ovale  and  internal  capsule  lesions.- 

3.  Hemianopsia,  lower  quadrant. 

c.    Anterior  cerebral  complex,  crural  palsy. 

IV.  Twig  and  terminal  branch  disorders. 

a.     Medullary  vessels.     Lacunar  complex; 
Cortical  vessels.    Irritative  complex. 

Of  the  material  at  our  disposal  from  this  hospital  there- 
is  lacking-  a  sufficient  number  of  cases  to  illustrate  com- 
pletely the  above  mentioned  forms  of  arteriosclerotic 
affection.  For  this  reason,  several  groups  will  not  be  dis- 
cussed, but  under  group  III  are  several  cases,  and  under 
group  IV,  both  a  and 

The  first  instance  is  that  of  M.  M.  who  presented' 
left-sided  weakness  and  terminal  right-sided  fits.  She- 
was  a  widow  of  77,  first  committed  in  1895  and  considered 
an  epileptic  at  Manhattan  State  Hospital  and  Hudson 
River  State  Hospital.  Syphilis  was  probable;  she  said 
"she  got  the  disease  from  her  husband",  "took  so  much 
medicine  that  it  salivated  her".  She  was  transferred  to 
St.  Lawrence  State  Hospital  in  1906,  at  which  time  she 
was  feeble  and  there  was  weakness  of  the  left  arm  and 
leg,  the  patient  dragging  the  left  foot  in  walking.  Her 
speech  was  a  little  thick  but  there  was  no  aphasia  noticed.. 
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Her  death  followed  a  series  of  convulsions  most  evident 
on  the  right  side. 

The  brain  showed  a  focal  destruction  of  L.  F.3,  Broca's- 
convolution,  except  its  posterior  third  and  cut  into  the 
middle  third  of  L.  F.  2 ;  a  slight  softening  was  also  present 
in  the  left  superior  parietal  lobule.  The  vessels  leading 
to  these  respective  foci  were  obliterated,  while  the  others 
were  slightly  sclerotic  but  still  patulous.  This  case  will  be 
cut  as  a  series  and  as  yet  lacks  complete  examination.  It  is 
of  interest,  however,  on  account  of  the  precision  and  loca- 
tion of  the  almost  complete  focal  destruction  particularly 
in  the  left  third  frontal  convolution,  and  the  absence  of 
noticeable  aphasia.  The  left-sided  weakness  and  paresis 
remain  to  be  explained  by  the  celloidin  series  of  the  case. 

A  second  case  (S.  T.)  similar  to  the  one  just  recited,, 
suffered  from  a  right  hemiplegia  with  transitory  motor 
aphasia.  He  was  an  intemperate  farmer  of  49  with  a 
vague  history  of  sunstroke  two  years  before  death,, 
followed  a  year  later  by  a  manic  excitement,  and  still  a 
year  later  by  a  right  hemiplegia  and  hemianaesthesia  with 
inability  to  speak,  from  this  latter  condition  he  gradually 
recovered;  the  hemiplegia,  however,  remained. 

The  brain  showed  a  solitary  focal  softening  of  com- 
paratively recent  origin  (five  months)  destroying  L.  F.  3, 
the  inferior  third  of  the  adjacent  anterior  central  convo- 
lution and  partially  the  contiguous  border  of  the  posterior 
central  convolution.  The  vessels  leading  to  this  focus 
were  diffusely  thickened,  much  resembling  a  thick,  white 
cord.  On  cross  section  its  lumen  was  found  much  reduced, 
and  microscopically  composed  of  a  plastic,  fibrous  tissue 
which  showed  little  or  no  regressive  changes  and  was 
strikingly  similar  to,  if  not  identical  with,  the  type  of 
arteriosclerosis  known  as  endarteritis  obliterans.  The 
Sylvian  artery  was  similarly  affected,  but  to  a  less  degree. 

A  disorder  of  the  medullary  system  of  vessels,  group  IV, 
is  fairly  distinct,  numerous  small  lacunar  softenings 
being  found  almost  exclusively  in  the  deep  marrow,  basal 
nuclei  and  brain  stem.  Depending  upon  the  severity  of 
the  process  and  the  distribution  of  the  foci,  however,  the 
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clinical  picture  will  vary,  but  in  general  it  is  characterized 
by  an  insidious  onset  and  progressive  course  during  which 
epileptiform  attacks  or  light  apoplectiform  insults  may 
occur,  referable  to  different  focal  fields  of  the  brain;  these 
are  often  transitory  in  nature  but  usually  leave  a  perma- 
nent defect.  The  disorder  is  generally  accompanied  by 
an  interrupted  but  progressive  mental  enfeeblement  which, 
in  the  final  stages  of  the  disorder,  may  become  extremely 
marked. 

In  this  class  of  cases  the  onset  is  often  insidious,  and 
apt  to  occur  rather  early,  in  the  4th,  5th  and  6th  decades 
of  life.  It  may  begin  with  a  depression  and  feeling  of  in- 
creasing incompetency.  There  may  be  considerable  head- 
ache, attacks  of  vertigo,  interference  with  mental  pro- 
cesses, as  in  thought  and  speech  associations.  Again,  it 
may  begin  with  an  initial  attack,  possibly  with  focal  symp- 
toms, as  disorders  in  the  speech  mechanism,  mono-  or  hemi- 
paresis.  Successive  epileptiform  or  apoplectiform  attacks 
may  occur  followed  by  conditions  of  excitement,  irrita- 
bility and  confusion.  These  attacks  may  be  transitory  or 
may  leave  increased  focal  or  diffuse  symptoms.  In  keep- 
ing with  the  anatomical  picture  of  small  multiple  foci  of 
softening  in  the  marrow  and  depending  upon  their  location 
there  may  result  limitations  of  the  field  of  vision,  motor 
or  sensory  aphasia,  various  agraphic  disorders,  mono-  or 
hemiplegias  which  may  become  stationary,  in  large  part 
disappear,  or  leave  the  patient  with  a  feeling  of  subjective 
weakness.  After  long  duration  cortical  symptoms,  a 
secondary  result  of  a  more  or  less  diffuse  focal  character 
may  reveal  themselves. 

Fairly  illustrative  of  this  type  of  vascular  disorder  are 
the  two  cases,  R.  F.  and  T.  M. 

The  first  case  mentioned,  R.  F.,  was  a  woman  of  66, 
whose  psychosis  began  with,  and  was  later  characterized 
by,  hallucinations  and  a  mild  delusional  trend  concerning 
the  fidelity  of  her  husband;  she  said  she  "had  a  bad  dis- 
ease from  him  13  years  before",  and  on  admission,  two 
years  before  death,  she  was  said  to  be  suffering  from  luetic 
infection  (unconfirmed).     She  complained  of  headaches 
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and  frequent  dizzy  spells,  and  cried  over  trifles.  Eight 
months  before  death  the  right  foot  and  leg  became  numb; 
paresthetic  sensation  and  twitchings  appeared  a  little  later 
in  the  right  hand,  arm  and  foot,  and  the  right  foot  dragged 
in  walking.  The  right-sided  weakness  was  progressive 
and  finally  total  hemiplegia  developed. 

The  brain  was  of  fair  size  and  well  proportioned.  The 
pia  was  diffusely  thickened  over  the  superior  convexity, 
especially  on  the  left  side.  The  cortex  generally  was  firm 
but  a  slight  atrophic  condition  was  seen  over  the  left 
parietal  region.  There  was  general  arteriosclerosis  of  the 
larger  vessels  particularly  of  the  primary  and  secondary 
branches  of  the  right  and  left  middle  cerebrals.  On  hori- 
zontal section  of  the  brain,  numerous  lacunar  foci  of  de- 
generation were  discovered  in  the  marrow  of  the  left 
hemisphere,  for  the  most  part  underlying  the  central  con- 
volutions and  the  supramarginal  gyrus,  also  to  some  ex- 
tent affecting  the  sagittal  marrow.  Another  focus  was 
seen  in  the  anterior  part  of  the  right  optic  thalamus. 

The  nature  and  progress  of  the  neurological  symptoms 
in  this  case,  the  right-sided  paresthesias,  numbness, 
twitchings,  weakness,  paresis,  and  finally  paralysis,  while 
not  usually  confined  to  one  side  are  rather  characteristic 
of  the  progress  and  effect  of  arteriosclerotic  degenerations 
affecting  more  particularly  the  marrow.  Transitory  or 
permanent  hemianopic  disorders  and  varied  aphasic  dis- 
turbances as  previously  mentioned  are  often  observed  in 
these  cases,  and,  from  the  site  of  several  of  the  foci  in 
this  case,  such  might  have  been  present. 

In  the  second  case,  T.  M.,  the  disorder  was  more  limited 
in  its  effect,  and  referable  to  an  individual  focus.  The 
patient  was  a  cooper  of  64,  who  suffered  a  left  hemiplegic 
attack  14  years  before  death  with  complete  loss  of  subse- 
quent memory,  while  the  memory  for  events  preceding  the 
stroke  was  preserved.  He  was  considerably  deteriorated 
at  the  time  of  the  paralytic  attack.  He  was  quiet  and 
dull,  but  at  times  irritable  and  assaultive.  The  left  arm 
was  partially  paralyzed,  while  paralysis  was  complete  in 
the  thumb,  first  and  second  finger  of  the  left  hand. 


480 


The  pia  of  this  brain  was  moderately  hazy  and  thick- 
ened. The  convolutional  pattern  was  unusually  complex. 
A  lacunar  focus  of  degeneration  was  present  in  the  mar- 
row beneath  the  middle  of  the  right  anterior  central  con- 
volution. A  narrow  streak  of  secondary  degeneration  was 
present  in  about  the  middle  of  the  posterior  limb  of  the 
internal  capsule.  Betz  cell  counts  in  the  right  anterior 
central  convolution  showed  considerable  diminution  in 
number,  particularly  in  the  arm  area.  This  most  probably 
was  a  result  of  the  loss  of  those  projection  fibers  destroyed 
by  the  underlying  lacunar  focus.  A  Weigert  fiber  stain 
confirmed  the  presence  of  a  narrow  streak  of  degeneration 
in  the  internal  capsule.  This  case  is  of  particular  interest 
as  showing  the  effects  of  a  limited  injury  to  the  cortex  and 
marrow  and  the  coincident  functional  disorder. 

Concerning  the  cortical  type  of  vessel  disorder,  group 
IV,  b,  the  clinical  symptoms  will  vary  somewhat  depend- 
ing upon  the  local  or  diffuse  nature  of  the  affection  and 
the  particular  regions  affected.  The  symptoms  are  very 
like  those  of  actual  softening  in  their  ultimate  effect  and 
during  the  course  slight  apoplectiform  shocks  are  not  in- 
frequent. Being  of  slow  development  the  process  is 
likely  to  produce  irritative  phenomena  preliminary  to  the 
defect  condition  which  may  finally  develop. 

Illustrative  of  this  type  of  vessel  disorder  is  the  case  of 
A.  D.  Clinically  this  patient  was  a  well  educated,  in- 
temperate bookkeeper  of  46,  who  had  had  gonorrhoea, 
but  furnished  no  evidence  of  syphilis.  At  28  he  suffered 
a  transitory  shock  affecting  the  left  side  of  the  body  and 
right  face,  after  which  there  was  a  gradual  development 
of  choreiform  movements  in  the  left  hand  and  foot  with 
variable  paresthetic  sensations  on  the  same  side  of  the 
body.  Occasionally  there  was  much  agitation  and  excite- 
ment. Eight  years  before  death  after  a  trephine  opera- 
tion which  revealed  no  apparent  brain  lesion,  he  improved 
considerably,  but  three  years  before  death  there  was  in- 
creased left-sided  weakness,  twitchings  of  the  arm  and 
fingers  and  contracture  of  the  arm  and  forearm.  The 
two  years  preceding  death  he  was  irritable  and  his  con- 
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duct  was  erratic.  Toward  the  last  there  was  left-sided 
facial  paresis,  and  marked  weakness  of  the  left  arm  with 
impaired  stereognosis  in  the  left  hand  and  great  difficulty 
in  the  co-ordination  of  movements  on  this  side. 

The  brain  showed  a  pia  diffusely  thickened,  especially 
over  the  right  convexity  and  particularly  in  the  distribu- 
tion of  the  right  middle  cerebral  artery.  The  convolu- 
tions in  the  distribution  of  this  vessel,  more  especially 
those  bordering  the  Sylvian  fissure  are  discretely  pitted 
which  gives  a  cauliflower-like  appearance  to  the  affected 
cortex.  The  pits  were  the  site  of  the  minute  wedge-like 
cortical  softenings.  Neuroglia  hypertrophy  was  marked. 
There  was  high  grade  reduction  of  the  lumen  of  the  right 
middle  cerebral  due  to  a  diffuse  arteriosclerotic  process. 

Study  of  this  arteriosclerotic  material,  suggests  a  few 
recommendations.  This  class  of  cases  furnishes  the  most 
valuable  contributions  for  cortex  localization  and  tract 
studies  aside  from  the  not  less  interesting  arteriosclerotic 
process  itself.  With  the  former  object  of  cortex  localiza- 
tion and  tract  studies  in  mind,  it  is  important  to  empha- 
size the  necessity  for  better  knowledge  of  how  the  brain 
may  suffer  through  disorders  of  the  vascular  apparatus 
itself,  and  the  resultant  symptoms,  so  that  the  individual 
case  may  have  its  greatest  value  when  resolved  into  a  final 
series  or  used  for  special  cortex  studies.  With  reference 
to  the  nature  of  the  arteriosclerotic  process  itself,  it  is 
particularly  important  to  search  the  life  history  of  these 
cases  with  special  reference  to  familial  tendencies,  per- 
sonal habits  and  disposition,  modes  of  life,  occupation, 
emotional  reactions  and  mental  characteristics  in  meeting 
conditions  of  stress  and  strain  in  life,  toxic  and  infectious 
factors,  functional  and  organic  heart  disorders  and  visceral 
and  eliminative  functions. 

This  will  mean  a  more  exact  and  intimate  knowledge  of 
the  normal  blood  supply  of  the  brain.  This  should  go  be- 
yond a  knowledge  of  the  approximate  zones  supplied  by 
the  cerebellar,  the  arterior,  middle  and  posterior  cerebral 
arteries  and  the  independent  or  combined  symptom  com- 
plexes resulting  from  a  single  or  multiple  lesion  of  these 
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vessels.  Our  attention  should  be  alert  to  the  small  cor- 
tical and  subcortical  defects  and  their  associated  but  less 
evident  functional  manifestations.  Minimum  injuries  done 
the  brain  as  in  the  motor  and  sensory  areas,  the  visual 
and  auditory  areas,  with  a  careful  clinical  observation, 
may  prove  of  greatest  value  for  special  studies.  In  this 
latter  class  of  cases,  the  symptoms  are  most  likely  to 
be  overlooked.  It  is  with  this  in  view  that  a  classification 
of  this  material  upon  a  clinico-anatomical  basis  has  been 
made,  grouping  those  cases  together  which  have  features 
in  common  with  one  another.  While  tentative,  this  classi- 
fication aims  to  utilize  this  material  in  such  a  manner  as 
to  stimulate  and  suggest  lines  for  further  clinical  observa- 
tion and  study,  and  to  be  equally  helpful  in  the  anatomical 
laboratory  for  a  further  analysis  of  this  particular  group 
of  cases. 
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NOTES  ON  ANATOMICAL  MATERIAL. 

By  Dr.  C.  B.  Duni.ap, 
Chief  Associate  in  Neuropathology  in  the  Psychiatric  Institute. 

Dr.  C.  B.  Dunlap  of  the  Psychiatric  Institute  presented 
an  anatomical  report  on  several  groups  of  cases  received 
from  the  St.  Lawrence  State  Hospital,  including-  a  few 
cases  of  general  paralysis,  one  case  of  anaemia  with 
spinal  cord  lesions,  and  a  group  of  seven  epileptics. 
•  Before  beginning  the  discussion  of  the  cases  of  general 
paralysis,  latern  slides  were  shown  illustrating  the  essen- 
tial features  of  this  process,  namely,  the  evidence  of  a 
diffuse  inflammatory  process,  shown  by  the  presence  of 
lymphoid  and  plasma  cells  in  the  vessel  sheaths  and  in  the 
pia;  increased  vascularity  and  endothelial  proliferation; 
disturbance  of  the  cortical  layering;  neuroglia  increase 
in  the  first  and  deeper  cortical  layers;  rod  cells,  and 
ependymal  granulations. 

Of  the  fifteen  cases  of  general  paralysis  received  from 
the  hospital,  six  showed  tabetic  symptoms;  two  focal 
symptoms;  another  presented  an  optic  atrophy  which  had 
developed  very  rapidly ;  another  case  in  which  the  anatom- 
ical changes  of  general  paralysis  were  unquestioned,  but 
slight,  occurred  in  a  man  of  71. 

Of  the  focal  cases,  one  ran  a  typical  course  until  about 
five  months  before  death  when  he  had  an  apoplectiform 
attack  with  resulting  partial  left-sided  paralysis  which  re- 
mained permanent.  The  brain  showed  tremendous  cor- 
tical devastation  in  the  central  areas  on  both  sides  but  no 
strictly  focal  manifestations  which  could  be  correlated 
with  the  partial  left-sided  paralysis. 

The  other  focal  case,  whose  psychosis  ran  its  course  in 
about  five  years,  presented,  seven  months  before  death,  a 
persistent  paresis  of  the  left  face,  arm  and  leg.  This 
case,  in  contrast  to  the  former,  showed,  in  the  right  hem- 
isphere, several  cortical  foci  of  softening  in  addition  to  a 
more  intense  general  process. 

The  cases  of  tabes  were  not  discussed  individually,  but 
a  case  of  severe  aucemia  was  next  presented  on  account 
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of  certain  superficial  resemblances  which  it  bore  to  tabes. 
In  this  case,  during-  life,  there  had  been  a  spastic  para- 
plegia with  double  Babinski  sign,  occasional  pain  in  the 
limbs,  and  severe  jerking  movements  of  the  legs.  Diar- 
rhoea and  occasional  nasal  hemorrhages  occurred  in  the 
course  of  the  disease.  The  lumbar  cord  of  this  case  pre- 
sented a  degeneration  in  the  posterior  columns,  beginning 
at  about  the  fourth  lumbar  segment,  which  at  this  level 
closely  resembled  the  degenerations  of  early  tabes,  but  it 
was  noticed  that  the  affected  area  grew  constantly  larger 
on  passing  upwards  in  the  spinal  series,  and  that  the  pos- 
terior roots  instead  of  being  involved  presented  a  normal 
appearance.  It  was  evident  that  the  fibres  of  the  posterior 
roots,  after  entering  the  columns,  had  undergone  decay 
after  running  a  short  distance,  but  nearer  to- the  cells  of 
origin  the  fibers  had  remained  well  preserved.  Applying 
the  same  kind  of  reasoning  to  the  pyramidal  tracts  one 
would  expect  to  find  them  best  preserved  in  the  upper 
cervical  segments,  that  is  nearer  to  the  cortical  cells. 
This  was  found  to  be  the  case,  and  the  degeneration  be- 
came more  pronounced  as  one  descended  in  the  spinal 
series.  In  the  direct  cerebellar  tracts  an  ascending  degen- 
eration of  the  same  character  as  that  observed  in  the  pos- 
terior columns  was  observed.  In  some  of  the  cases  of 
general  paralysis,  which  presented  slight  tabes,  degenera- 
tion in  the  posterior  columns  of  the  lumbar  cord  was  very 
plain;  it  resembled  in  location  and  appearance  that  seen 
in  the  lumbar  region  of  the  case  of  anaemia  while  the 
posterior  root  fibers  were  little  or  not  at  all  affected;  this 
resemblance  brought  into  consideration  the  possibility 
that  a  tabetic  process,  in  some  instances,  might  begin, 
like  the  anaemia,  with  a  decay  of  those  parts  of  the  root 
fibers  most  distant  from  the  cells  of  origin  and  that  the 
decay  might  work  backwards  into  the  nerve  roots  as  the 
disease  progressed. 

A  case  of  cerebral  liemorrliage  was  briefly  mentioned — 
it  occurred  in  a  domestic  servant  of  50  who  died  suddenly, 
and  the  hemorrhage  was  found  to  be  essentially  beneath 
the  pia,  a  rather  rare  situation. 
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The  group  of  epileptic  cases  received  from  the  hospital 
included  7;  to  these  two  other  cases,  not  strictly  belong- 
ing to  the  group,  were  added  as  illustrations  of  epilepti- 
form convulsions  occurring  in  arteriosclerosis.  This 
group  of  cases  was  considered  in  some  detail  and  the  dis- 
cussion was  illustrated  by  lantern  slides  which  showed  the 
more  important  gross  and  microscopic  conditions.  The 
cases  were  taken  up  as  follows: 

No.  341,  was  a  woman  of  40,  who  had  been  epileptic  for 
years  (how  many  is  unknown) ;  she  had  four  or  five  attacks 
a  month,  often  followed  by  excitement  and  confusion;  she 
was  simple  and  demented  and  had  vague  ideas  of  persecu- 
tion. She  became  hemiplegic  on  the  left  side,  the  face 
excepted,  four  months  before  death;  no  sensory  disturb- 
ance accompanied  the  hemiplegia  and  no  aphasia,  although 
the  speech  was  thick.  The  hemiplegia  persisted  until 
death,  with  frequent  epileptic  seizures  which  involved 
both  sides.    She  died  suddenly  after  two  convulsions. 

Examination  of  the  brain  showed  the  right  frontal  lobe 
as  a  whole  to  be  greatly  reduced  (microgyria) ;  the  right 
parietal  and  occipital  lobes  were  withered,  dry,  atrophic 
and  tough,  and  looked  quite  different  from  the  frontal 
lobes.  This  withering  was  found  associated  with  nar- 
rowing at  the  origin  of  the  blood  vessel  leading  to 
the  area  in  question,  namely,  the  parieto-temporal 
branch  of  the  right  middle  cerebral  artery,  in  which 
there  was  an  atheromatous  plaque.  The  right  anterior 
and  posterior  central  convolutions  stood  out  well  pre- 
served in  the  midst  of  the  atrophy,  notwithstanding  the 
left-sided  paralysis  which  had  existed.  The  right  pyramid 
was  only  slightly  reduced  in  size.  Microscopic  prepa- 
rations from  the  atrophied  right  parietal  regions  showed 
complete  cortical  disorganization  with  the  exception  of 
the  first  layer,  and  that  was  filled  with  spider  cells. 
The  deeper  layers  of  the  cortex  were  composed  of  loose, 
spongy  tissue  containing  a  few  nerve  fibers.  It  was  of 
interest  to  compare  this  withered  parietal  region  with  the 
microgyria  of  the  frontal  cortex,  where,  although  the  con- 
volutions were  extremely  small,  there  was  preservation  of 
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a  fair  number  of  nerve  cells,  especially  in  the  deepest 
layers.  Specimens  were  shown  which  demonstrated  pres- 
ervation to  a  large  extent  of  the  deeper  cortical  layers 
while  the  more  superficial  portions  had  apparently  com- 
pletely disappeared.  Many  corpora  amylacea  were  fre- 
quently seen  in  the  areas  where  nerve  cells  were  scanty. 
In  Weigert  preparations  from  the  area  of  microgyria, 
radial  fibers  of  medium  calibre  were  usually  plain,  but  at 
the  crests  of  the  convolutions,  where  large  pyramids  were 
present,  coarse  fibers  were  also  seen.  The  supraradiary 
system  was  fairly  plain,  the  tangential  less  so.  The  de- 
struction, then,  in  the  area  of  microgyria  was  somewhat 
differential  as  regarded  the  layers. 

In  contrast  with  this  condition  the  paracentral  region 
was  grossly,  as  well  as  microscopically,  well  preserved. 

The  contralateral  (left)  cerebellar  hemisphere  was  only 
about  two-thirds  as  large  as  the  right  and  was  unevenly 
atrophied;  especially  on  the  under  surface.  Relatively 
normal  and  atrophic  folia  might  lie  side  by  side;  those 
which  were  atrophic  contained  no  Purkinje  cells  or  only 
shrunken  remains  of  them;  the  granular  layer  was 
decidedly  thinned,  the  neuroglia  somewhat  increased. 
In  the  Weigert  sections,  where  Purkinje  cells  were  pre- 
served a  number  of  very  coarse  fibers  were  present  in  the 
marrow;  where  Purkinje  cells  were  absent  only  fine  fibers 
were  found. 

The  next  case,  No.  152,  was  a  man  of  about  54,  who  at 
the  age  of  three,  was  found  helpless  on  the  left  side;  after- 
wards he  had  fainting  spells  until  about  16,  then  convul- 
sions began  which  increased  in  severity.  He  became 
greatly  deteriorated,  and  on  admission  presented  marked 
atrophy  and  contractures  of  the  left  hand,  arm  and  leg, 
without  sensory  disturbances.  He  was  in  the  hospital  for 
about  14  years. 

The  brain  in  this  case  showed  also  a  small  right  hemi- 
sphere, which  was  about  two-thirds  as  large  as  the  left. 
The  pyramid,  however,  corresponding  to  the  right  hemi- 
sphere, was  only  about  one-third  as  large  as  the  left.  The 
left  cerebellum  was  also  small.    The  right  hemisphere 
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presented  externally  an  atrophic  condition,  most  marked 
in  the  parietal  and  upper  temporal  regions;  internally 
there  was  marked  dilatation  of  the  right  lateral  ventricle, 
and  the  corpus  callosum  was  practically  of  membranous 
thinness  in  the  posterior  half.  The  right  optic  thalamus 
was  also  greatly  reduced  and  the  caudate  nucleus  was  ex- 
tremely shrunken.  The  branches  of  the  right  middle  cere- 
bral artery  which  led  to  the  atrophied  parietal  region  were 
rigid  with  lime  salts,  and  had  an  extremely  minute  calibre. 

The  microscopic  changes  in  the  atrophic  area  consisted 
in  great  destruction  of  the  cortex  and  marrow  and  much 
resembled  those  seen  in  the  previous  case,  the  first  layer 
being  best  preserved,  and  showing  an  intense  neuroglia 
overgrowth ;  this  overgrowth  in  places  completely  replaced 
the  cortex,  and  coarse  bundles  of  neuroglia  fibers  with  a 
sheaf-like  arrangement  were  common  in  such  places.  In 
some  of  the  pial  blood  vessels  of  the  atrophic  area  there 
was  plain  calcification  in  the  adventitial  sheath ;  in  some 
the  walls  were  fibrous  and  the  vessels  practically  obliter- 
ated, but  in  general  the  pial  blood  vessels  were  rather 
little  changed. 

The  next  case,  a  man  of  32,  with  left  hemiplegia,  had 
been  epileptic  for  at  least  ten  years,  how  much  longer  is 
not  known.  He  had  severe  fits  every  few  days,  but  a  few 
months  before  death  they  occurred  as  often  as  two  or  three 
times  a  day;  he  gradually  became  much  demented,  was 
untidy,  irritable  and  at  times  destructive. 

In  this  case  as  in  the  two  which  preceded  it,  the  right 
cerebral  hemisphere  was  extremely  reduced  and  atrophic; 
the  pia  covering  it  was  very  thick.  No  vascular  conditions 
were  found  which  would  explain  this  reduction.  There 
was,  however,  evidence  of  an  old  hemorrhagic  pachymen- 
ingitis on  this  side  in  the  form  of  a  thin  subdural  layer 
which  had  become  completely  organized,  and  contained 
blood  vessels,  elastic  tissue,  and  pigment.  A  fresher 
hemorrhagic  film  was  found  on  the  left.  The  right-sided 
reduction  was  greatest  in  the  frontal  lobe  where  the  con- 
volutions were  withered  and  flabby;  it  was  less  marked  in 
the  anterior  temporal  and  calcarine  areas.    The  right 
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pyramid,  notwithstanding  the  smallness  of  the  right  hemi- 
sphere^ was  only  slightly  smaller  than  the  left.  Sections 
for  microscopic  examination  were  taken  from  symmetric- 
ally situated  parts  of  each  hemisphere.  The  right  frontal 
cortex  showed  great  cortical  destruction  with  looseness  in 
the  makeup  of  the  remaining  tissues,  and  neuroglia  over- 
growth, the  latter  being  most  marked  in  the  first  layer. 
The  marrow  was  loose  and  sieve-like.  In  the  left  frontal 
region  (normal  side)  the  cortex  was  in  fair  condition,  but 
there  was  slight  unevenness  of  the  neuroglia  border. 

The  next  case,  No.  153,  had  been  epileptic  since  puberty. 
She  was  a  woman  of  39,  who  had  had  frequent  convulsions 
at  irregular  intervals.  Her  psychosis  was  considered  epi- 
leptic insanity,  with  periods  of  depression  or  excitement. 
No  physical  defects  were  mentioned.  She  died  in  status, 
the  series  of  convulsions  having  continued  day  and  night. 

The  brain  showed  an  extensive  old  softening  in  the  base 
of  the  left  temporal  lobe,  the  region  supplied  by  the 
posterior  cerebral  artery.  The  fusiform  and  lingual  lobules 
were  included  in  the  softening,  but  the  cornu  ammonis 
grossly  appeared  in  fair  condition.  No  hint  as  to  the  cause 
of  this  lesion  was  found  in  the  condition  of  the  blood 
vessels;  even  the  aorta  showed  no  arteriosclerosis. 

The  next  case,  No.  268,  aged  35,  was  almost  an  imbecile 
who  had  been  epileptic  since  birth.  He  had  a  right  hemi- 
plegia. When  the  convulsions  came  on  he  usually  jumped 
into  the  air  and  fell  -striking  the  right  side  of  his  head. 
Death  occurred  from  carbuncle  and  pulmonary  tubercu- 
losis about  five  years  after  admission. 

In  the  brain,  which  showed  little  in  the  way  of  vascular 
changes,  the  left  hemisphere  was  of  special  interest;  it 
was  larger  than  the  right,  and  the  frontal  convolutions 
especially  were  very  wide  (macrogyria),  with  an  uneven 
somewhat  hobnail  surface  appearance;  the  pia  stuck 
closely  to  these  convolutions.  The  Rolandic  fissure  was 
interrupted  in  two  places  by  annectant  gyri. 

Microscopic  slices  from  the  large  uneven  frontal  convo- 
lutions showed  an  uneven  neuroglia  border  composed  of 
coarse  fibers  which  rose  into  knobs  projecting  into  the  pia. 
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In  other  places  the  first  layer  was  elevated  into  a  low  dome, 
and  displaced  nerve  cells  were  found  in  this  dome.  The 
cortex  was  expanded  beyond  the  usual  thickness  and  con- 
tained as  a  rule,  field  for  field,  only  about  half  the  usual 
number  of  nerve  cells  which  tended  to  uniformity  in  type. 
Throughout  the  cortex  and  medullary  substance  there  was 
a  marked  diffuse  coarse  spider-cell  and  neuroglia  fiber  re- 
action. In  the  right  hemisphere  the  microscopic  sections 
*werc  essentially  normal. 

The  next  case,  No.  172,  was  a  laborer  of  52  in  whom 
the  date  of  onset  of  epilepsy  was  not  known.  When  he 
:first  came  under  observation  the  fits  were  rather  infre- 
quent, later  more  frequent  but  mild.  He  was  demented 
and  untidy.  Four  days  before  death,  15  hard  convulsions 
occurred;  they  continued  for  the  next  three  days  and  he 
died  in  status  on  the  4th  day. 

The  brain  showed  local  patches  of  marked  microgyria, 
especially  in  the  upper  parts  of  both  parietal  lobes,  and  a 
few  patches  in  the  left  occipital  lobe.  The  small  gyri 
were  firm,  dry  and  atrophic  as  a  whole,  but  sometimes  only 
a  part  of  a  convolution — usually  the  base — was  affected. 
The  blood  vessels  were  examined  grossly;  they  were 
thickened  generally  and  atheromatous,  but  the  atheroma 
was  practically  confined  to  the  large  branches  and  no 
•distinct  relation  to  the  atrophies  could  be  made  out. 

The  microscopic  examination  showed,  in  the  atrophic 
areas,  in  extreme  overgrowth  of  fibrous  neuroglia;  the 
cortex  was  usually  entirely  destroyed  and  coarse  bundles 
and  sheaves  of  neuroglia  fibers  occupied  its  place.  Where 
a  convolution  was  not  affected  as  a  whole,  the  top  was 
usually  spared,  and  sometimes  looked  practically  normal, 
while  at  the  base  of  the  convolution,  or  at  the  bottom  of 
the  fissure,  there  might  be  complete  destruction  of  the 
cortex.  No  local  conditions  in  the  blood  vessels  were 
found  microscopically  to  explain  such  circumscribed  foci. 
Such  nerve  cells  as  remained  in  the  areas  of  partial  de- 
struction usually  appeared  normal.  Corpora  amylacea  in 
large  numbers  were  usually  seen  near  the  margins  of  the 
foci. 
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The  next  case,  No.  227,  was  one  of  late  epilepsy  in  a 
telegrapher  of  49.  The  patient  was  blind  in  the  right  eye 
from  an  accident  at  birth.  Epilepsy  began  at  the  age  of 
31,  with  faint  spells  increasing  in  severity:  later  he  fell, 
was  unconscious,  made  peculiar  sounds,  threw  his  limbs 
about,  and  usually  slept  afterwards.  He  was  greatly  de- 
teriorated. The  convulsions  were  usually  mild  or  slight, 
but  became  more  severe  in  the  last  year  of  life,  and  death 
was  sudden  after  a  convulsion.  Grossly  the  brain  was 
negative,  except  for  its  large  size  (1805  grams),  but  micro- 
scopically the  marginal  neuroglia  was  thickened  and  some- 
what tufted,  or  unevenly  notched.  In  the  prefrontal  region 
especially,  nerve  cells  were  found  displaced  into  the  first 
layer  (heterotopia).  This  displacement  was  considered 
to  be  evidence  of  disturbance  in  the  early  developmental 
period. 

The  next  case,  No.  158,  age  70,  was  one  of  arterio- 
sclerosis, "epileptic"  only  in  the  last  two  years  of  life. 
He  was  said  to  have  had  "dementia''  since  the  age  of  40 
and  perhaps  longer.  He  could  answer  simple  questions 
intelligently,  but  at  times  was  incoherent,  pugilistic  and. 
•furious.  Fifteen  years  before  death  there  was  an  attack 
of  general  vital  depression  with  slow  pulse.  Four  years 
before  death  be  was  feeble  and  demented  but  it  was  not 
until  two  years  previous  to  death  that  he  had  a  general  con- 
vulsion lasting  twenty  minutes.  After  this  he  was  con- 
sidered epileptic ;  but  the  frequency  of  convulsions  is  not 
recorded.  Six  days  before  death  (which  was  the  result  of 
lobular  pneumonia)  he  had  ten  light  convulsions. 

At  autopsy  the  kidneys  were  found  granular  and  cystic. 
The  brain  showed  a  large  softening,  too  fresh  generally 
for  the  production  of  granule  cells,  in  the  left  parietal  lobe; 
the  softening  was  found  to  depend  upon  an  occlusion  in 
the  arterial  trunk  leading  to  this  area,  in  part  a  result  of 
arteriosclerosis,  in  part  the  result  of  a  fresher  process.  The 
depth  to  which  the  middle  cerebral  circulation  reached  was 
well  shown  by  the  softening,  which  stopped  just  short  of 
the  ependyma  of  the  lateral  ventricle.  An  attempt  was 
made  to  determine  what  cortical  layers  had  first  given 
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-way,  but  the  destruction  was  found  to  be  only  vaguely- 
differential;  perhaps  the  second  and  third  layers  were,  in 
general,  most  affected,  the  first  being  usually  well  pre- 
served. The  softening  itself  was,  of  course,  in  no  way  to 
be  correlated  with  the  epileptic  history.  In  the  right 
hemisphere,  however,  and  to  a  less  extent  in  the  left,  there 
were  numerous  small  lacunar  softenings,  mostly  old, 
located  in  the  optic  thalamus,  the  caudate  nucleus  and  in 
the  fiber  tracts.  The  case  then  showed  an  extremely  fresh 
softening  in  the  left  hemisphere;  and  multiple  foci,  mostly 
old  and  of  small  size,  in  the  right.  The  case  was  not  con- 
sidered epileptic  in  the  same  sense  as  those  previously 
described. 

The  next  case,  No.  168,  aged  60,  was  a  woman  who  had 
arteriosclerosis.  She  rarely  spoke  and  was  considered 
demented.  Mentally  she  had  remained  stationary  for  12 
years,  but  failed  physically  until  finally  she  was  helpless, 
although  no  paralysis  was  recorded.  Uncontrollable  and 
continuous  general  convulsions  set  in  the  day  before  death 
and  she  died  in  status  after  at  least  50  seizures. 

The  brain  was  small  (1029  grams);  it  presented  ex- 
tensive arteriosclerosis  and  atheroma  of  the  large  and 
medium -sized  cerebral  arteries,  but  only  slight  thickening 
of  the  smaller  vessels.  Externally  there  were  no  focal 
lesions,  although  there  was  moderate  atrophy  in  the  frontal 
half  of  the  brain. 

In  the  microscopic  examination  the  cortex  was  especially 
searched  for  foci  of  softening  or  sclerosis,  but  none  were 
found.  The  white  substance,  however,  was  not  only 
plainly  reduced  in  amount,  even  on  gross  examination, 
but  it  was  greatly  thinned  out  microscopically  and  con- 
tained numerous  foci  of  softening  in  the  centrum  semi- 
ovale.  These  foci  were,  with  few  exceptions,  old  and  not 
very  well  circumscribed;  they  were  found  especially  in 
the  frontal  regions.  In  general  the  blood  vessels  about 
them  showed  no  condition  which  would  explain  their  pres- 
ence, although  extreme  thickening  and  narrowing  in  a  few 
cases  were  found  in  vessels  near  the  foci.  There  was  a 
coarse  fibrous  neuroglia  reaction  around  the  softenings, 
and  very  few  granule  cells. 
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In  summing  up  the  epileptic  group  it  was  stated  that 
there  was  no  constant  fundamentally  explanatory  feature 
to  be  seen  in  the  seven  cases,  although  every  case  presentee} 
showed  either  gross  or  microscopic  lesions,  or  both.  In 
the  first  two  cases  the  lesions  were  considered  to  have 
dated  back  to  a  very  early  period;  in  the  third  case  with 
hemorrhagic  pachymeningitis  and  little  difference  in  the 
two  pyramidal  tracts,  a  later  period  of  development  was 
considered  probable,  but  the  history  of  the  epilepsy  is  not 
sufficiently  definite  to  argue  the  point.  The  fourth  case, 
epileptic  since  puberty,  had  a  gross  lesion  in  the  field 
supplied  by  one  arterial  trunk  and  would  probably  have  to 
be  put  on  a  vascular  basis.  The  next  two  cases,  one  with 
malformations  (macrogyria),  the  other  with  microgyria 
and  excessive  neuroglia  overgrowth  would  perhaps  sug- 
gest a  development  in  the  fetal  period  although  much 
doubt  was  expressed  regarding  the  last  case;  the  next 
case  with  only  microscopic  lesions  and  late  development 
at  31,  would  nevertheless  suggest  a  congenital  disorder  on 
account  of  the  heterotopia.  The  last  two  cases  of  arterio- 
sclerosis would  not  be  properly  classed  with  the  epileptics, 
but  were  included  in  order  to  show  convulsive  states 
arising  in  an  arteriosclerotic  setting.  There  was  mani- 
festly little  uniformity  in  the  picture  presented  by  these 
cases.  They  merely  showed  in  what  a  variety  of  condi- 
tions epileptic  attacks  might  arise;  all  were  considered  to- 
be  referable  to  an  organic  basis  and  the  group  included  no 
case  of  true  so-called  idiopathic  epilepsy. 
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DEMONSTRATION  OF  SERIAL  SECTIONS  IN  CASES 
OF  CEREBRAL  LESIONS. 

Bv  Dr.  Anoi.K  Meyer, 

Director  of  the  Psychiatric  Institute. 

The  first  case,  E.  K.  E.,  presented  the  following  con- 
ditions:  Vertigo,  and  fall  at  58,  January,  1900,  mental 
sluggishness  and  development  of  a  simple  presbyophrenic 
picture.  On  admission  September,  1904,  memory  defect, 
retrospective  falsifications,  vague  delusions  and  tend- 
ency to  assault.  Nocturnal  untidiness.  Unsteady  gait. 
States  of  confusion.  December  29,  1904,  a  chill  like 
attack  followed  by  inability  to  utter  words  and  slight  par- 
alysis  of  right  lower  facial.  Right  arm  reflexes  increased. 
Partial  blindness  to  the  right.  In  six  weeks  poor  but  in- 
telligible articulation  first  of  a  few  words.  No  insight:. 
He  said  he  41  had  not  been  sick". 

March  8,  1905,  episode  of  fright,  quickly  forgotten. 

In  1906,  three  convulsions  chiefly  of  right  side. 

Death,  August,  1906. 

The  macroscopic  description  established  the  following 
facts: 

The  brain  had  a  slightly  thickened  cloudy  congested 
pia-arachnoid.  A  few  plaques  of  atheroma  are  seen  in 
the  basal  vessels  and  similar  beads  of  atheroma  in  the 
vessels  of  the  lateral  convexities.  Moderate  atrophy  of 
the  convolutions.  An  old  focus  of  cortical  softening 
(1x4  cm.  long)  of  the  right  parietal  convexity  anterior  to 
the  interparietal  sulcus  and  median  to  the  supramarginal 
lobule,  but  affecting  the  subcortical  marrow  to  a  greater 
extent  (6  cm.);  other  small  foci  in  the  left  precuneus 
and  left  prefrontal  region  which  are  also  subcortical. 
Nerves,  ventricles  and  basal  nuclei  normal. 

Horizontal  sections  were  made  through  the  hemispheres 
and  a  full  description  is  furnished  of  a  number  of  lacunar 
softenings  and  the  larger  right  parietal  focus. 

The  case  presents: 

1.  Two  types  of  subcortical  precentral  lesions.  0:i 
the  right  side  a  subdivision  of  the  frontal  radiation  by  a 
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string  of  lacunae  encroaching  upon  the  dorsal  edge  of  the 
lenticular  nucleus,  and  extending  toward  the  foot  of  F3. 
On  the  left  side  there  is  a  larger  slit  in  the  lower  part  of 
Ca  and  F2,  the  only  lesion  available  to  account  for  the 
transitory  dysarthria.  No  involvement  of  the  basal  part 
of  the  lenticular  zone. 

2.  Two  types  of  lesions  of  the  parietal  region.  On 
the  left  side  a  simple  slit  with  encroachment  upon  the 
sagittal  marrow  and  the  callosal  radiation;  and  on  the 
right  side  a  flat  largely  subcortical  defect,  on  either  side 
with  a  defect  in  the  inner  border  of  the  outer  fifth  of  the 
cms. 

The  "partial  blindness  to  the  right"  is  too  poorly  de- 
fined and  does  not  tally  very  well  with  the  findings  in  the 
optic  radiations. 

The  case  illustrates  Dr.  Lambert's  suggestion  of  the  im- 
portance of  such  cases  of  relatively  limited  subcortical 
foci.  It  is  of  decided  interest  in  the  aphasia  controversy 
and  shows  that  the  term  lenticular  zone  would  have  to  be 
taken  very  broadly  if  it  should  embrace  all  the  lesions 
producing  dysarthria. 

The  next  case,  J.  S.,  was  admitted  April  13,  1895.  He 
had  been  in  poor  health  since  the  war,  and  subject  to  dizzy 
spells  and  severe  pain  in  the  head  for  years.  On  admission 
he  "  complained  of  hallucinations",  of  pain  in  the  right 
side  of  the  head.  He  became  dull  and  non-communica- 
tive. October,  1904,  on  the  lawn,  he  had  a  short  attack 
of  unconsciousness.  "  No  paralysis  or  areas  of  anaesthesia." 
November,  T904,  he  was  found  to  be  blind,  but  he  denied 
it.  He  became  more  feeble  and  vomited  often.  Pneu- 
monia and  death  February  11,  1905. 

The  necropsy  showed  a  pneumococcus  pneumonia  in 
both  lower  lobes.  The  omentum  was  rolled  up  and  ad- 
herent to  the  pyloric  end  of  the  stomach  and  adhesions 
about  the  gall-bladder,  arteriosclerosis  and  cortical  cysts 
of  kidneys  (130  and  140  grams),  and  calcareous  deposits  in 
the  aorta.  The  dura  was  firmly  adherent  to  the  skull. 
Injection  of  the  brain  with  formalin  through  the  carotids 
insufficient ;  the  left  side  harder  than  the  right. 
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Large  and  small  cerebral  vessels  were  thickened  and 
whitened  and  in  many  places  atheromatous.  Partial  or 
complete  atheromatous  occlusion  is  present  in  both  pos- 
terior cerebrals;  corresponding  with  this  there  are  old 
softenings  in  the  left  occipital  and  temporal  lobe  and 
fresher  softenings  on  the  right,  with  destruction  of  both 
calcarine  cortices.  The  left  uncus  and  corpus  mammillare 
are  smaller  than  the  right. 

The  series  of  the  left  hemisphere  exposes  in  addition  to 
the  occipital  lesion  an  interesting  focus  excavating  the 
anterior  part  of  the  globus  pallidus  encroaching  on  C  i  a 
(anterior  limb  of  the  internal  capsule).  This  is  of  special 
interest  because  the  absence  of  any  account  of  anarthria 
would  make  this  case  figure  as  a  "  negative  case"  of  lesion 
of  this  part  of  the  lenticular  zone.  For  any  such  claim 
the  observation  is  however  too  deficient — although  not 
more  so  than  that  of  most  "negative  cases".  In  section 
340  there  is  an  almost  complete  wiping  out  of  the  radia- 
tion of  the  caudate  nucleus  and  the  anterior  half  of  the 
putamen,  and  marked  clearing  up  of  the  anterior  half  of 
the  outer  segments  of  the  globus  paliidus,  and  a  decided 
thinning  of  the  lenticular  radiation  (ansa  lenticularis  and 
fibers  from  the  globus  pallidus  to  the  hypothalamus). 

The  left  occipital  lesion  wipes  out  the  ventro-median 
cortex  and  marrow  of  the  occipital  and  temporal  lobe. 
No  striate  ("visual"  or  calcarine)  cortex  can  be  made  out 
clearly.  But  it  is  obvious  (Photo  B.)  that  the  occipital 
pole  is  relatively  free.  It  does  not  look  as  if  the  deficiency 
in  the  striate  cortex  was  referable  to  deficiency  of  staining. 
A  post-parietal  lesion  complicates  the  condition.  There 
is  only  a  small  residual  of  the  optic  radiation.  The  right 
occipital  lobe  shows  but  scanty  secondary  and  no  retrograde 
■degeneration  of  the  sagittal  marrows  with  the  Weigert 
method,  as  the  lesion  is  only  about  three  months  old. 

The  occipital  and  angular  lesion  in  the  left  hemisphere 
is  evidently  the  older  lesion,  but  also  not  old  enough  to 
have  produced  retrograde  degeneration  as  well  as  antero- 
grade. The  sections  show  clearly  that  the  fibers  from  the 
external  geniculate  body  to  the  calcarine  cortex  are  largely 
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preserved  even  where  the  terminal  cortex  is  destroyed, 
except  in  210  and  250  where  the  posterior  part  of  the 
bundle  is  degenerated  because  it  is  cut  off  by  the  angular 
lesion  from  the  more  anterior  part  which  remains  in  con- 
tinuity with  the  external  geniculate  body. 

The  internal  sagittal  marrow  in  turn  is  much  more  de- 
generated since  the  lesion  affects  the  cells  of  origin  in  the 
occipital  lobe. 

If  the  lesions  were  older  we  should  find  both  antero- 
grade and  retrograde  degeneration  of  the  bundles. 

The  extensive  older  destruction  of  the  visual  cortex  in 
the  left  hemisphere  together  with  the  angular  lesion 
would  beyond  doubt  have  produced  alexia,  probably  with 
agraphia.  There  might  possibly  be  some  evidence 
obtained  from  his  correspondence. 

The  denial  of  the  blindness  is  by  no  means  infrequent 
where  there  is  a  sufficient  mental  reduction.  Whether  it 
was  absolute,  or  whether  it  followed  the  rule  that  after  a 
sufficient  period  a  small  central  field  returns,  can  of  course 
not  be  discussed. 

The  next  case,  E.  D.  F.,  is  also  one  of  central  blindness. 
A  farmer,  whose  mother  was  insane  and  committed  suicide, 
developed  at  36  a  depression.  Something  he  had  done 
would  never  allow  him  to  be  a  man  again;  he  refused  to 
leave  his  bed  for  fear  of  bodily  harm.  After  about  five 
months  he  had  to  be  committed  November,  1891.  A  few 
days  later  he  was  unconscious  for  several  hours  ("hysteri- 
cal ").  He  continued  with  variable  depression,  feeling  of 
iinworthincss,  a  fear  of  being  scalded.  In  the  course  of 
years  (1898)  he  showed  some  irritability  and  a  tendency 
to  stay  by  himself. 

April,  1904,  he  complained  of  numbness  and  prickling 
in  the  left  hand,  claimed  he  was  paralyzed  on  one  side, 
fumbled  and  acted  as  if  he  did  not  see  well,  as  in  opening  a 
gate,  or  when  he  mistook  oats  for  other  grain  in  feeding  the 
fowls.  A  few  days  later  he  was  found  on  the  floor  of  the 
ward  with  a  "sick  headache  ",  and  really  a  left  hemiplegia, 
with  anaesthesia  for  touch,  pain  and  temperature  (not  all 
the  way  to  the  middle  line),  and  only  slight  ability  to  flex 
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the  thigh  and  toes  a  little.  The  deep  and  superficial  re- 
flexes were  increased  on  the  left;  typical  Babinski  sign 
and  ankle  clonus.  Total  blindness;  pupils  mid-wide  and 
responsive. 

May  28,  1904,  the  face  was  less  affected,  the  left  forearm 
could  be  flexed  a  little.  The  left  side  is  insensitive  and 
without  sense  of  position;  a  pin  prick  was  vaguely  felt 
but  could  not  be  localized.  Characteristic  contractures 
developed,  with  atrophy;  the  anaesthesia  and  blindness 
continued;  the  patient  became  more  dull  mentally  and 
died  with  a  mild  diarrhoea  and  fever  September  26,  1906, 
with  tubercular  peritonitis  and  tuberculosis  of  the  lower 
lobe  of  the  right  lung  and  numerous  ulcers  of  the  ileum. 

The  brain  was  arteriosclerotic  with  moderate  atrophy 
of  the  cortex  in  the  prefrontal  regions,  and  large  multiple 
softenings  in  the  two  hemispheres.  In  the  right  the  soft- 
ening involves  the  third  frontal,  inferior  half  of  the  anter- 
ior central,  lower  two-thirds  of  the  posterior  central,  the 
supramarginal  and  angular  gyri,  and  scattered  foci  in  the 
first  and  second  temporal  convolutions.  In  the  left  hemi- 
sphere the  softening  corresponds  to  the  areas  supplied  by 
the  occipital  branches  of  the  posterior  cerebral  and  includes 
the  cuneus  and  about  the  posterior  halves  of  the  fusiform 
and  lingual  lobules. 

In  the  serial  sections  the  left  hemisphere  has  the  typical 
effect  of  occlusion  of  the  posterior  cerebral  artery  and 
direct  and  retrograde  degenerations  of  the  sagittal  marrow, 
while  the  right  hemisphere  has  a  very  profound  Sylvian 
lesion,  cutting  through  the  lateral  wall  of  the  ventricle, 
and  interception  of  the  elaboration  mechanisms  between 
the  occipital  and  the  more  anterior  parts. 

The  previous  cases  and  this  one  are  of  great  importance 
in  connection  with  the  problem  treated  in  "  Connections  of 
the  occipital  lobes  and  the  present  status  of  the  cerebral 
visual  affections"  in  the  Transactions  of  the  American 
Physicians,  1907. 

The  anatomical  details  were  illustrated  by  projections 
of  the  slides.  They  are  too  complicated  to  be  abstracted 
without  drawings  from  the  full  account  furnished  the  hos- 
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pital.  The  case  shows  how  difficult  it  is  for  a  vascular 
lesion  to  wipe  out  the  entire  optic  radiation.  The  anatomi- 
cal examination  of  the  right  hemisphere  does  not  make  it 
probable  that  the  optic  function  was  completely  abolished, 
but  the  demented  condition  of  the  patient  did  not  allow  of 
more  searching  inquiry. 

In  most  cases  of  central  blindness  the  patient  recovers 
a  small  field  of  central  vision,  often  so  small  that  the 
patient  can  not  recognize  objects  because  they  are  too  large, 
but  can  read  very  small  print  if  the  visual  acuity  is  good 
enough.  The  available  well  examined  cases  are  still  in- 
sufficient to  decide  why  the  rest  of  the  field  is  always  cen- 
tral. Prof.  v.  Monakow  uses  this  fact  for  his  claim  that 
the  macula  is  represented  all  through  the  visual  area,  and 
that  quadrant  hemianopsia  is  produced  not  by  a  lesion  of 
the  dorsal  or  the  basal  part  of  the  visual  cortex,  that  is  the 
cuneal  or  the  lingual  lip  of  the  calcarine  cortex  by  itself, 
but  through  a  lesion  of  the  basal  or  the  dorso-lateral  part 
of  the  optic  radiation.  It  is  indeed  by  no  means  certain 
how  the  visual  cortex  works.  To  settle  such  a  difficult 
question  we  need  a  more  careful  mapping  out  of  the  cor- 
tex and  its  fiber  connections.  There  still  are  many  loose 
ends  anatomically;  and  we  also  need  much  more  careful 
work  in  clinical  perimetry. 

These  cases  show  also  that  by  no  means  all  cases  give 
unequivocal  anatomical  results,  because  the  vascular  lesions 
are  apt  to  be  multiple  and  the  secondary  degenerations  due 
to  more  than  one  type  of  occurrence,  as  in  S,  where 
posterior  and  anterior  lesions  of  the  optic  radiations  com- 
plicate each  other,  whereas  in  F.  the  two  hemispheres 
represent  one  the  posterior  type  and  the  other  the  antero- 
lateral type  of  lesion,  while  still  rarer  cases  present  a 
lesion  of  the  thalamus  and  especially  the  external  genicu- 
late body.  Through  comparison  of  these  types  we  shall 
ultimately  be  able  to  make  more  ante-mortem  diagnoses, 
according  to  the  existence  of  symptoms  from  the  post- 
cerebral  or  Sylvian  or  thalamic  arteries. 
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Die  Melancholic  ein  Zustandsbild  des  Ma?iisch-Depressiven  Irre- 
seins.  {Melancholia  a  Phase  of  Manic- Depressive  Insanity.} 
By  G.  L.  Dreyfus,  Assistant  in  the  Heidelberg  Psychiatric 
Clinic.  1907. 

Review  by  Dr.  George  H.  Kirby, 
Director  of  Clinical  Psychiatry,  Manhattan  State  Hospital. 

This  clinical  study  by  Dreyfus,  comprising  a  volume  of  329  pages, 
is  a  critical  review  of  all  the  cases  of  involution  melancholia  observed 
and  diagnosed  by  Professor  Krsepelin  at  the  Heidelberg  Clinic.  The 
report  by  Dreyfus  on  this  material  has  led  Krsepelin  to  recede  entirely 
from  his  previous  attitude  regarding  the  clinical  position  of  the 
involution  melancholias.  In  an  introduction  to  the  work  Krsepelin 
writes:  "  These  results  show  that  for  most  of  these  disorders  which 
have  been  designated  as  melancholia  there  now  exists  no  sufficient 
reason  to  separate  them  from  manic-depressive  insanity/' 

Nearly  twelve  years  have  elapsed  since  Krsepelin  expressed  his 
conviction  that  a  special  form  of  depression  occurred  in  the  involution 
period  and  for  which  he  proposed  the  name  "melancholia."  He 
then  claimed  that  the  great  majority  of  the  psychoses  commonly 
called  "melancholia"  were  really  depressive  attacks  in  manic- 
depressive  insanity  or  were  depressed  phases  of  dementia  prsecox. 
A  smaller  number  of  these  so-called  melancholias  were  merely  con- 
stitutional psychopathic  states  or  were  depressions  on  a  toxic  basis. 
After  excluding  all  of  these  there  remained,  however,  a  group  of 
depressions  which  Krsepelin  thought  were  peculiar  to  the  involution 
period,  and  for  which  he  reserved  the  name  melancholia. 

In  attempting  to  thus  circumscribe  melancholia,  the  chief  diffi- 
culties were  encountered  in  differentiating  from  manic-depressive 
insanity  on  the  one  hand  and  senile  deterioration  on  the  other, 
Krsepelin  admitted  that  transitions  occurred  from  involution  melan- 
cholia to  senile  dementia,  yet  was  disposed  to  explain  such  a  termina- 
tion as  due  to  the  development  of  a  secondary  process  or  a  complica- 
tion, viz. :  a  senile  alteration  or  arteriosclerotic  brain  disease. 

In  contrasting  the  manic-depressive  depressions  with  involution 
melancholia,  Krsepelin  placed  greatest  emphasis  on  the  emotional 
reactions  and  the  psychomotor  symptoms.  In  the  emotional  field 
he  sought  to  differentiate  the  moods  as  follows :  In  melancholia  one 
finds  internal  tension  with  a  uniformity  of  uneasiness  and  anxiety, 
while  in  the  manic-depressive  depression  there  exists  a  quiet  sadness 
and  hopelessness  of  mood.  In  the  psychomotor  field,  the  slowness 
in  thought  and  action,  or  the  feeling  of  insufficiency,  held  to  be 
characteristic  for  the  manic-depressive  dspression  were  not  present 
in  involution  melancholia. 
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Kraspelin  realized  the  difficulty  which  his  later  descriptions  of  the 
mixed  forms  of  manic-depressive  insanity  might  create  since  some  of 
them  exhibited  practically  the  same  symptomatological  picture  as 
involution  melancholia.  Dreyfus  discusses  these  mixed  forms  at 
length  and  bases  his  chief  argument  on  an  expansion  of  this  concep- 
tion. He  proceeds  as  follows:  If  we  observe  closely  the  individual 
phases  in  the  manic-depressive  attacks  we  find  with  great  frequency 
some  manic  symptoms  entering  into  an  otherwise  typical  depression 
or  conversely  some  depressive  features  cropping  up  in  a  manic 
attack,  c.  g.,  an  otherwise  typical  depression  may  show  the  manic 
symptom  ,  of  distractibility.  If  one  analyses  carefully,  from  this 
point  of  view,  the  so-called  manic  attacks  or  the  depressive  attacks, 
then  one  finds  very  few  pure  cases  of  depression  or  excitement. 
Instead  of  the  simple  manic  symptomtrias  of  elation,  flight  of  ideas 
and  over-activity,  the  author  gives  the  following  list  of  symptoms  as 
characteristic  for  a  manic  attack : 

Euphoria. 

Excitability — sensitiveness,  irritability,  anger. 

Distractibility. 

Pressure  of  activity. 

Exaggerated  self-assertion. 

Lack  of  coherence  in  the  stream  of  thought. 

Heightened  attention  and  mental  alertness. 

Sudden  transitory  changes  in  mood  (from  euphoria  to  sadness). 

Delusions  such  as  expansive  ideas,  jealous  feelings,  etc. 

In  a  s:milar  way  the  depressive  complex  of  difficulty  in  thought, 
depressed  mood  and  slowness  in  action  is  expanded  as  follows: 

Sadness,  anxiety,  despair. 

Depressive  ideas— self-accusations,  ideas  of  sin. 
Impulsive  ideas. 

Quick  fleeting  changes  in  mood  (from  sadness  to  euphoria). 
Psychomotor  inhibition  (includes  the  following) : 

(a)  Subjective. 

Feeling  of  diminution  in  the  intellectual  functions  (loss  of 

knowledge,  memory,  etc.) 
Feeling  of  difficulty  of  thought  and  grasp. 
Feeling  of  decrease  in  emotional  responsiveness. 
Feeling  of  loss  of  will  power  and  voluntary  activity 

(deficient  energy,  lack  of  ambition  for  work). 
Difficulty  in  decision. 
Feelings  of  fatigue  and  relaxation. 

{I)  Objective. 

The  subjective  feelings  are  manifested  objectively. 
Stiffness  iri  the  movements  of  expression. 
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A  mixed  condition  would  then  be  recognized  when  any  one  of  the 
•symptoms  of  the  manic  group  appear  in  the  depressive  group  or  the 
reverse. 

The  conception  of  partial  or  circumscribed  inhibition  is  next 
•developed.  The  author  points  out  that  in  one  of  the  mixed  forms 
already  described  by  Krsepelin,  the  so-called  "agitated  depression," 
the  inhibition  is  seen  only  in  one  department,  viz.,  in  the  thinking 
field,  while  all  the  other  reactions  are  unrestrained.  In  a  similar 
way  he  reasons  that  the  psychomotor  subjective  insufficiency  may  be 
partial,  that  is,  restricted  to  anyone  or  several  of  the  symptoms  men- 
tioned above  under  (a),  e.  g.%  the  patient  may  complain  of  indecision, 
loss  of  ambition  for  work  and  emotional  emptiness  while  the  memory, 
thinking  and  intellectual  functions  remain  unaffected.  Such  a 
condition  is  designated  as  partial  or  selective  subjective  inhibition. 

As  to  the  effort  to  make  symptomatologieal  distinctions  between 
manic-depressive  depression  and  the  involution  depression,  one  can 
not  place  too  much  emphasis  on  the  apparent  distinction  between 
the  internal  uneasiness,  tension  and  anxiety  of  melancholia  and  the 
quiet,  hopeless  mood  of  the  manic-depressive.  One  finds  indeed  just 
such  uneasy,  tense  states  in  clear  cases  of  manic-depressive  insanity. 

Retardation  in  action  described  as  absent  in  melancholia  also  fails 
in  the  mixed  form  of  manic-depressive  insanity  pictured  by  Krsepelin 
as  the  "agitated  depression."  The  author  claims  that  general  re- 
tardation is  not  nearly  so  characteristic  any  way  for  manic-depressive, 
as  the  more  constant  symptom  of  partial  inhibition,  Krsepelin 
indeed,  describes  the  latter  when  he  mentions  that  the  melancholias 
complain  of  dumbness  in  the  head,  absent-mindedness,  incapacity, 
loss  of  ambition,  inability  to  understand  or  reason,  feeling  of  exhaus- 
tion, heaviness,  etc.  All  of  these  complaints  according  to  Dreyfus 
are  symptoms  of  inhibition,  and  complaints  of  exactly  the  same  nature 
are  mentioned  by  Krsepelin  as  present  in  manic-depressive  patients 
and  there  interpreted  as  an  expression  of  psychomotor  insufficiency. 

The  melancholia  of  Krsepelin  is  then,  according  to  the  author,  one 
of  the  symptom-complexes  of  manic-depressive  insanity.  It  has  the 
same  favorable  prognosis  as  the  other  manic-depressive  types,  and 
the  outlook  becomes  unfavorable  only  when  arteriosclerotic  brain 
disease  appears.  In  just  the  same  way  is  the  prognosis  of  a  manic 
excitement  in  old  age  less  favorable  because  of  the  danger  of  arterio- 
sclerosis. If  an  involution  melancholia  passes  finally  into  deterio- 
ration it  is  merely  a  manic-depressive  depression  in  combination 
with  arteriosclerotic  brain  disease.  Senile  dementia  which  develops 
with  depression  and  sadness,  feeling  of  insufficiency,  hypochondriacal 
ideas  and  anxious  episodes  at  night,  shows  from  the  beginning  the 
clinical  symptoms  of  an  arteriosclerotic  brain  disease  and  belongs 
to  senile  deterioration.  With  the  exception  of  some  very  rare  cases, 
such  senile  psychoses  are  to  be  sharply  separated  from  manic-depres- 
sive insanity. 
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The  author  found  that  during  the  period  of  14  years  79  cases  had 
been  diagnosed  as  melancholia.  A  special  effort  was  made  to  get 
catamnestic  data  and  nearly  all  of  the  living  patients  were  seen 
either  at  the  hospital  or  in  their  own  homes. 

The  investigation  showed  that  66^  of  the  whole  number  recovered 
or  were  at  the  time  convalescent. 

Eight  per  cent  exhibited  mental  enfeeblement. 

Of  the  40  living  patients  33  have  recovered,  6  are  improved,  only 
one  is  mentally  enfeebled. 

Fifty-four  per  cent  of  all  the  patients  had  more  than  one  attack, 
mostly  depressions. 

Thirty  per  cent  of  the  whole  number  died  unrecovered,  and  forty 
per  cent  of  the  deaths  occurred  within  the  first  year  of  the  psychosis. 

The  data  obtained  concerning  the  duration  are  particularly  inter- 
esting and  valuable.  In  one-third  of  the  cases  the  duration  was  over 
three  years. 

i5'(,  a  duration  of  3  to  5  years  before  recovery. 
g%,  a  duration  of  6  to  8  years  before  recovery. 
8', ,  a  duration  of  10  to  14  years  before  recovery. 

The  author  claims  that  the  thorough  analysis  of  individual  symp- 
toms, showed  that  the  symptoms  common  to  melancholia  could  be 
readily  and  satisfactorily  identified  with  the  mixed  forms  of  manic- 
depressive  insanity.  Kraepelin's  own  description  of  melancholia 
contained  a  number  of  manic-depressive  features,  but  the  course  and 
outcome  of  melancholia  was  supposed  to  be  different;  this  is  found 
to  be  untrue. 

Melancholia  is  then  considered  to  be  a  special  group  within  manic- 
depressive  insanity.  The  peculiarity  of  the  pictures  is  seen  in  the 
symptom-complex  which  deviates  from  the  classical  manic-depressive 
depression  and  is  to  be  recognized  as  a  mixed  form,  with  partial  in- 
hibition and  numerous  manic  symptoms.  In  addition  the  attacks 
are  mostly  long  and  severe  while  preceding  or  succeeding  depressive 
attacks  are  usually  short  and  light.  The  manic  elements  in  compari- 
son with  the  depressive  features  play  a  subordinate  role. 

The  following  symptoms  are  emphasized  as  the  most  character- 
istic manic  features  which  one  observes  in  melancholia : 

1.  The  fluctuation  of  the  mood,  showing  fleeting  manic  signs. 
This  is  usually  unmotived,  a  sudden  elation  of  short  duration,  several 
hours,  rarely  longer  than  one  to  two  days. 

2.  Excitability,  varying  from  slight  sensitiveness  to  irritability 
and  violent  anger. 

3.  The  eagerness  for  communication  which  the  patients  often 
exhibit  corresponds,  according  to  the  author,  to  the  loquacity  of  the 
manic. 

4.  Partial  subjective  inhibition.  That  this  symptom  fails  in  only 
a  few  cases  is  shown  by  the  case  history  or  the  retrospective  account 
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obtained  from  the  patients.  Often  at  the  height  of  the  depression  no 
reliable  statement  can  be  obtained.  The  subjective  insufficiency  is 
most  frequently  uttered  in  a  feeling  of  incapacity  for  work;  this  in- 
adequacy is  not  conditioned  by  the  affect  of  anxiety,  restlessness,  or 
preoccupation  with  certain  ideas,  but  it  is  the  expression  of  a  con- 
scious feeling  of  internal  difficulty  and  restraint.  Other  signs  of  in- 
hibition are  revealed  in  the  patient's  complaints  of  indifference,  loss 
of  affection,  irresolution,  feeling  of  difficulty  in  thinking  and  memory 
weakness.  The  characteristic  feature  of  the  inhibition  consists  in 
the  fact  that  it  is  circumscribed  and  confined  to  only  a  few  of  the 
spheres  of  mental  activity. 

In  the  symptomatology  it  is  emphasized  that  fantastic  senseless 
delusions,  do  not,  as  held  by  Kraepelin  carry  an  unfavorable  prog- 
nosis. Neither  is  there  any  relation  between  advanced  age  and 
fantastic  ideas. 

The  anxiety  diminishes  after  a  time  and  to  casual  observation  the 
weak  affect  with  persistence  of  delusions  gives  the  impression  that 
the  patient  is  deteriorated. 

According  to  Kraepelin' s  description,  49^  of  the  cases  of  melan- 
cholia ended  in  a  state  of  more  or  less  marked  mental  reduction. 
Dreyfus  found,  however,  that  only  &%  of  the  cases  had  become  men- 
tally enfeebled  (6  out  of  79). 

This  wide  difference  in  figures  can  only  be  explained  by  the  fact 
that  the  long  duration  of  the  attack  was  often  mistaken  for  deterio- 
ration. 

The  author  warns  against  judging  a  patient  to  be  deteriorated  who 
still  shows  a  lively  affect  and  depressive  delusions,  although  he  may 
have  no  interest  in  his  environment,  lacks  insight  and  is  imperfectly 
oriented.  Again,  defective  orientation,  loss  of  interest  in  personal 
affairs,  indifference  to  the  surroundings  and  monotony  in  utterances 
are  not  conclusive  as  regards  deterioration.  Just  such  symptoms 
may  be  readily  mistaken  for  failing  memory,  defective  retention  and 
emotional  emptiness. 

The  author's  exposition  may  be  summarized  briefly,  as  follows: 
Kraepelin  was  led  to  form  the  melancholia  group  chiefly  because  of  the 
apparent  heaping  up  of  depressions  in  the  climacteric  period  and 
because  of  the  different  course  which  these  depressions  were  thought 
to  run — showing  mostly  only  one  attack  and  leading,  it  was  believed, 
in  a  large  number  of  cases  into  a  state  of  deterioration — the  relation 
of  these  terminal  states  to  senile  dementia  was  left  open.  Kraepelin 
further  held  that  certain  symptomatological  distinctions  were  possible 
between  the  involution  depressions  and  manic-depressive  depressions, 
and  in  this  connection  put  greatest  emphasis  on  differences  in  the 
emotional  and  psychomotor  reactions. 

Dreyfus  now  claims  that  his  analysis  of  Krsepelin's  own  cases 
shows  that  while  there  is  an  increase  of  depressions  in  later  life  the 
number  has  been  over-estimated  and  that  over  one-half  of  the  cases 
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of  melancholia  studied  had  recurrent  attacks.  No  special  form  of 
deterioration  is  found  to  develop  in  these  involution  depressions, 
chronicity  was  evidently  frequently  mistaken  for  mental  enfeeble- 
ment  and  wherever  actual  dementia  results  it  is  explainable  on 
grounds  of  arteriosclerosis. 

As  to  symptomatology  it  is  held  that  Krsepelin's  distinctions  are 
not  valid  and  by  an  extension  of  the  doctrine  of  the  mixed  forms  of 
manic-depressive  insanity  all  the  symptoms  of  involution  melancholia 
are  found  to  fit  readily  into  that  conception.  Evidence  that  such  a 
mixture  exists  in  melancholia  is  afforded  chiefly  by  the  sudden  fleet- 
ing fluctuations  of  mood  and  the  so-called  subjective  feeling  of  inhi- 
bition, of  a  partial  or  circumscribed  character,  that  is,  a  feeling  of 
insufficiency  restricted  to  one  or  only  a  few  of  the  various  depart- 
ments of  the  mental  and  motor  reactions. 

Fortunately  a  good  many  of  the  case  records  are  published  in  full, 
a  fact  which  allows  us  to  see  how  the  author  uses  the  available  material 
and  how  he  reasons  in  individual  cases.  In  a  number  of  instances, 
the  manic-depressive  complex  was  plainly  in  evidence,  the  case 
having  been  improperly  placed  with  the  melancholias. 

In  a  considerable  number  of  other  cases  the  author's  conclusion 
that  manic-depressive  symptoms  were  present  is  based  on  extremely 
meagre  data.    As  an  illustration  one  case  may  be  referred  to  briefly. 

A  man  53  years  old  had  an  agitated  depression  lasting  over  two 
and  one-half  years  and  terminating  in  recovery.  The  case  record 
contains  no  statement  of  any  objective  inhibition  or  feeling  of  sub- 
jective insufficiency,  neither  are  there  any  statements  regarding 
flight  of  ideas,  or  unusual  loquacity. 

The  diagnosis,  however,  is  made  of  manic-depressive  insanity  with 
partial  psychomotor  inhibition  and  flight  of  ideas.  The  assumption 
that  these  symptoms  existed  is  based  entirely  on  the  retrospective 
account  from  the  patient  obtained  three  years  after  recovery  from  the 
psychosis.  He  then  declared  that  during  the  attack  he  could  not  think 
calmly,  it  seemed  that  one  thought  "knocked  the  other  down,"  one 
thought  "  hunted  after  the  other."  He  also  described  a  feeling  as  if 
there  were  a  cap  on  his  head,  as  if  he  were  nailed  down.  These 
retrospective  statements  are  interpreted  to  mean  that  there  was 
partial  psychomotor  inhibition  and  flight  of  ideas. 

In  many  other  cases  the  reasoning  is  just  as  forced  and  the  deduc- 
tions based  on  equally  insufficient  grounds.  The  whole  work  is  an 
excellent  example  of  the  statistical  method.  We  learn  from  such  an 
analysis  how  many  patients  showed  certain  symptoms  and  how  many 
recovered.  The  author's  aim  was  to  see  if  the  symptoms  present 
fitted  into  a  certain  schematic  formula  and  thus  the  analysis  became 
rather  a  search  for  diagnostic  signs  supposed  to  characterize  a 
definite  form  of  disease.  Such  a  method  leads  away  from  considera- 
tion of  the  mental  disorder  as  a  whole ;  a  few  minor  features  are 
emphasized  in  the  picture  and  because  the  patient  recovers  these  are 
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raised  to  diagnostic  importance — a  little  feeling  of  insufficiency  or  a 
slight  change  of  mood  in  a  disorder  which  ends  in  recovery  are 
seized  upon  as  evidence  that  a  special  kind  of  disease  exists;  as  a 
matter  of  fact  we  would  hardly  miss  just  such  symptoms  in  many 
other  psychoses.  There  is  no  attempt  to  get  below  the  surface,  to 
understand  the  evolution  of  the  disorder,  or  to  use  the  facts  in  the 
development  in  formulating  the  prognosis.  We  do  not  wish  to  con- 
tinue to  group  cases  merely  according  to  their  termination;  we  wish 
to  know  what  determines  the  outcome  and  we  wish  to  be  able  to  size 
up  individual  cases.  In  order  to  do  this  we  must  direct  our  attention 
first  of  all  to  a  study  of  the  etiological  components  and  the  situation 
under  which  the  psychosis  developed — these  factors  in  association 
with  the  symptomatic  picture  must  furnish  the  rational  basis  for  a 
prognosis.  Any  method  which  ignores  this  constructive  concept 
will  not  lead  us  much  further;  and  without  it  we  miss  about  the  only 
opportunity  to  undertake  treatment  and  to  plan  prophylaxis. 

Our  thanks  are  due  to  Dreyfus  for  his  excellent  review  of  these 
cases  and  whether  we  agree  with  him  or  not  in  his  general  deduc- 
tions he  has  added  much  to  our  knowledge  of  the  involution  depres- 
sion. Of  particular  importance  is  the  fact  that  these  depressions 
apparently  do  not  show  transitions  to  senile  dementia  and  that 
recovery  may  take  place  after  many  years,  the  prognosis  being  in 
fact  good  if  the  patient  survives  the  severe  physical  strain  which  in 
itself  causes  a  decidedly  high  death  rate. 
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MINUTES  OF  QUARTERLY  CONFERENCE 


NOVEMBER,  1908 

Minutes  of  conference  of  State  Hospital  Superintend- 
ents and  representatives  with  the  State  Commission  in 
Lunacy,. held  at  the  Capitol,  Albany,  November  24,  1908, 
at  10  a.  m. 

Present — 

Commissioners  Viele  and  Parkhurst. 

Prof.  Adolf  Meyer,  M.  D.,  Director  of  the  Psychiatric  Institute. 
William  L.  Russell,  M.  D.,  Medical  Inspector  of  the  Commission. 
T.  E.  McGarr,  Secretary  of  the  Commission. 

Utica  State  Hospital,  Harold  L.  Palmer,  M.  D.,  Medical  Super- 
intendent. 

Willard  State  Hospital,  Robert  M.  Elliott,  M.  D.,  Medical  Super- 
intendent. 

Hudson  River  State  Hospital,  Charles  W.  Pilgrim,  M.  D.,  Medical 
Superintendent. 

Middletown  State  Homeopathic  Hospital,  Maurice  C.  Ashley, 
M.  D.,  Medical  Superintendent. 

Buffalo  State  Hospital,  Arthur  W.  Hurd,  M.  D.,  Medical  Superin- 
tendent. 

Binghamton  State  Hospital,  Charles  G.  Wagner,  M.  D.,  Medical 
Superintendent. 

St.  Lawrence  State  Hospital,  Richard  H.  Hutchings,  M.  D.,  Med- 
ical Superintendent. 

Rochester  State  Hospital,  Eugene  H.  Howard,  M.  D.,  Medical 
Superintendent. 

Gowanda  State  Homeopathic  Hospital,  Daniel  H.  Arthur,  M.  D., 

Medical  Superintendent. 
Long  Island  State  Hospital,  Oliver  M.  Dewing,  M.  D.,  Medical 

Superintendent. 

Kings  Park  State  Hospital,  Wm.  Austin  Macy,  M.  D.,  Medical 
Superintendent. 

Manhattan  State  Hospital,  William  Mabon,  M.  D.,  Superintendent 
and  Medical  Director;  George  H.  Kirby,  M.  D.,  Director  of 
Clinical  Psychiatry. 

Central  Islip  State  Hospital,  Marcus  B.  Heyman,  M.  D.,  First 
Assistant  Physician. 
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Managers — 
Fred  J.  Manro,  Willard  State  Hospital. 

Miss  Catherine  A.  Newbold  and  Miss  Myra  Avery,  Hudson  River 

State  Hospital. 
Dr.  John  J.  Robinson,  St.  Lawrence  State  Hospital. 
Dr.  Gustav  Scholer,  Manhattan  State  Hospital. 

Commissioner  Viele  in  the  chair. 

Mr.  Chairman:  Gentlemen,  you  will  please  come  to 
order.  In  the  absence  of  Dr.  Ferris,  who  is  in  conference 
with  the  Governor,  and  as  this  is  a  medical  meeting,  I 
will  ask  Dr.  Russell  to  preside. 

Dr.  Russell  in  the  chair. 

Mr.  Chairman:  The  first  order  of  business  is  the  read- 
ing of  the  paper  of  the  day  by  Dr.  Kirby. 
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THE  INFLUENCE  OF  ENVIRONMENT  ON  THE  INSANE 
WITH  SPECIAL  REFERENCE  TO  THE  FUNCTIONAL 
PSYCHOSES. 

By  Dr.  George  H.  Kirby, 

Manhattan  State  Hospital,  Ward's  Island,  New  York  City. 

I  feel  that  an  explanation  is  due  the  conference  for  the 
very  incomplete  paper  which  I  present  to-day.  It  seems 
especially  inappropriate  to  deal  with  this  topic  without 
furnishing-  well  worked-up  case  material.  Unfortunately 
the  short  interval  that  has  elapsed  since  I  was  asked  to 
participate  in  this  discussion  has  not  permitted  me  to 
bring  together  for  analysis  my  clinical  material  nor  to 
take  up  any  experimental  work  in  this  field.  I  shall 
therefore  review  in  a  general  way  and  briefly  only  a  few 
of  the  many  interesting  questions  suggested  by  the  sub- 
ject chosen  for  discussion. 

Several  reasons  make  a  consideration  of  this  topic 
timely  and  give  to  it  particular  interest  and  importance. 
Interesting  is  the  fact  that  the  experience  of  many  of 
those  here  to-day  has  extended  over  a  period  during  which 
very  radical  changes  have  occurred  in  the  methods  of 
care  and  treatment  of  the  insane;  in  many  instances  they 
have  indeed  been  active  agents  in  bringing  about  the 
remarkable  transformation  of  the  surroundings  under 
which  the  insane  are  kept  to-day  as  compared  with  the 
conditions  of  thirty  years  ago.  A  second  reason,  and  one 
showing  the  importance  of  our  subject,  is  the  fact  that  if 
we  should  be  asked  to  mention  the  most  valuable  means 
at  our  command  in  the  management  and  treatment  of  the 
insane  we  would  undoubtedly  answer  that  we  depend 
above  all  on  the  good  effects  of  the  general  environment 
which  we  are  able  to  offer  to  the  patient  suffering  from  a 
mental  disturbance.  This  topic  interests  us  for  the  third 
reason  that  we  have  recently  witnessed  a  far-reaching 
revolution  in  psychiatric  thought  and  have  won  thereby 
many  important  new  view-points.  We  have  seen  the 
elevation  of  the  prognostic  principle  in  psychiatric 
nosology;  we  have  begun  to  realize  the  great  role  played 
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by  endogenous  or  psychogenic  factors  in  the  development 
of  many  psychoses;  we  are  beginning  to  appreciate  the 
great  importance  of  a  better  understanding  of  the  type  of 
personality  or  mental  make-up  of  the  individual  and  are 
learning  to  look  for  factors  in  the  mental  organization 
and  in  the  habitual  reactions  that  apparently  determine  the 
development  and  form  of  many  psychoses.  We  naturally 
ask  to  what  extent  have  these  additions  to  our  knowledge 
caused  us  to  modify  our  ideas  of  the  influence  of  environ- 
ment and  effect  of  treatment  on  the  course  and  outcome 
of  mental  disorders? 

A  momentary  glance  into  the  past  will  recall  that  many 
noteworthy  changes  have  occurred  in  the  last  two  decades 
in  the  hospital  environment  of  the  insane.  Improvement 
in  sanitary  conditions  with  better  housing  and  more  suit- 
able food;  abolition  of  restraint  and  isolation;  develop- 
ment of  useful  occupations  and  diversion  by  amusement; 
training  of  attendants  and  the  introduction  of  female 
nurses  on  male  wards;  reorganization  of  the  medical 
work;  special  instruction  for  the  physicians  in  psychiatry; 
new  methods  in  clinical  observation  and  a  more  thorough 
examination  of  the  individual  patient — these  are  some  of 
the  factors  which  have  assisted  in  bringing  about  a  com- 
plete transformation  of  the  environment  provided  for  the 
insane. 

How  has  the  change  affected  the  patient?  The  opinion 
seems  to  be  unanimous  that  the  patients  in  the  hospitals 
are  quieter,  more  tractable  and  happier  than  formerly. 
They  enjoy  better  physical  health  and  live  longer;  violent 
and  dangerous  patients  are  less  numerous  than  in  earlier 
times. 

What  has  been  the  result  of  this  change  of  the  patients' 
environment  as  to  the  course  and  outcome  of  the  psy- 
choses? I  think  you  will  agree  that  we  have  little  or  no 
reliable  statistical  data  upon  which  an  answer  to  this 
question  could  be  given  for  any  particular  group  of  cases 
or  any  type  of  psychosis. 

As  a  matter  of  historical  interest  we  might  mention  the 
figures  showing  the  recovery  rate  in  the  New  York  State 
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hospitals  since  the  inauguration  of  State  care  eighteen 
years  ago.  For  the  year  1891,  the  recoveries  based  on  the 
number  of  patients  admitted  was  22.94$.  There  were 
great  fluctuations  in  the  figures  in  succeeding  years,  the 
lowest  was  in  1894,  with  14.54$,  the  highest  in  1905,  with 
26.97$.  During  the  last  eight  years  the  marked  devia- 
tions have  ceased  and  the  percentage  has  not  varied  more 
than  3$. 

To  the  figures  for  the  Manhattan  State  Hospital  alone, 
some  significance  might  possibly  be  attached.  During 
the  first  year  under  State  control  the  recovery  rate  for 
Manhattan  based  on  the  number  of  admissions  exclusive 
of  transfers  was  10.34$.  The  succeeding  figures,  taken 
for  the  sake  of  brevity  every  second  year,  were  as  follows : 


These  percentages,  except  for  the  sudden  elevation  in 
1904,  form  a  rising  curve  from  10.34$  in  1896  to  22.65$  in 
1908,  and  might  be  thought  of  as  portraying  the  results 
of  the  better  care  and  more  rational  treatment  under 
State  supervision. 

As  to  environment  influences  acting  outside  of  the  hos- 
pital we  know  little.  Anyone  of  us  could  mention  a 
number  of  patients  who  have  been  benefited  or  apparently 
even  restored  through  release  from  the  hospital,  but  what 
would  interest  us  particularly  would  be  the  demonstration 
of  the  special  factors  which  led  to  this  result  in  the  indi- 
vidual case. 

Regarding  the  relative  values  of  home  life,  family  care 
or  the  colony  system  for  the  insane,  we  find  no  data  at 
hand  for  making  comparisons. 

Within  the  hospital  our  attention  is  frequently,  almost 
daily,  directed  to  a  great  variety  of  events  which  appear  to 
influence  the  progress  or  termination  of  a  psychosis.  We 
-are  often  surprised  at  the  change  in  a  patient  soon  after  a 
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visit  or  following  a  transfer  from  one  ward  to  another,  or 
it  may  be  attendance  at  amusement,  change  in  the  nurs- 
ing force  or  the  taking  charge  of  a  service  by  another 
physician,  that  seems  to  have  benefited  the  patient. 
Without  careful  investigation  we  are  inclined  to  regard 
such  happenings  as  incidental,  but  when  we  inquire 
closely  into  the  circumstances,  we  find  in  many  instances 
that  improvement  has  occurred  because  the  patient  has 
been  furnished  some  real  help  or  that  the  occurrence  bore 
some  relation  to  the  especial  trend  of  mental  activity;  in 
the  same  way  a  slump  or  a  relapse  is  not  infrequently 
traceable  to  some  fairly  definite  occurrence  in  the  sur- 
roundings. 

In  1 90 1  the  experiment  was  made  at  Ward's  Island  of 
putting  a  number  of  "filthy  and  demented  "  patients  in 
the  open  air  under  tents  during  the  summer.*  It  was 
reported  that  the  patients  all  gained  in  weight  and  that 
nearly  all  became  cleanly  and  brighter.  The  patients 
under  treatment  were  drawn  from  both  the  recoverable 
and  non-recoverable  classes.  The  experiment  as  carried 
out  showed  that  under  the  more  favorable  surroundings 
the  physical  condition  of  the  patients  improved;  the  im- 
provement in  habits  and  the  brightening  up  was  due 
probably  as  much  to  individual  attention  and  better  care 
from  the  nurses  as  to  anything  else. 

Dr.  Mabon  reported,  in  his  paper  on  "  The  Open  Air 
Treatment  of  Acute  Psychoses,"  the  good  results  of  this 
procedure  where  there  was  physical  debility  and  he  was 
impressed  with  its  apparent  favorable  influence  on  deliri- 
ous cases,  f  A  recovery  rate  of  40$  is  mentioned,  but 
unless  we  know  the  percentage  among  the  various  clinical 
forms  we  can  not  compare  results  with  those  obtained 
under  other  conditions. 

The  good  influence  of  occupation  on  patients  generally 
is  acknowledged  by  all,  but  the  reports  in  this  field  speak 
mainly  of  the  insane  as  a  class  and  do  not  furnish  us  the 

*  Tent  Life  for  the  Demented  and  Uncleanly.  A.  B.  Wright,  American  Jour- 
nal of  Insanity,  Vol.  sq,  p.  315. 

tThe  Open  Air  Treatment  in  Psychiatry.  William  Mabon,  New  York  Medi- 
cal Journal,  Vol.  85,  1907,  p.  241. 
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facts  of  experience  with  definite  sets  of  cases  so  that  we 
can  correlate  the  results  obtained  with  the  type  of  psy- 
choses and  symptoms  of  the  individual  case. 

Dr.  Smith  tells  us  that  he  cures  cases  by  suitable  occu- 
pation. It  would  be  extremely  interesting  if  he  would 
give  some  details  of  his  experience — with  a  statement 
of  what  symptoms,  in  the  individual  cases,  implied  a 
bad  outcome  and  how  these  symptoms  were  met  and 
influenced  by  employment  and  a  favorable  termination 
secured. 

The  influence  of  a  change  in  environment  on  deterio- 
rated and  disturbed  patients  all  suffering  from  chronic 
psychoses,  chiefly  dementia  praecox,  has  been  interest- 
ingly described  by  Riklin,  a  Swiss  physician.*  Through 
the  opening  of  a  new  asylum  he  took  the  opportunity  to 
study  the  effects  of  transfer  on  patients  whom  he  had 
known  in  the  old  institution.  One-half  of  the  eighty-five 
deteriorated  patients  were  noticeably  improved  by  the 
transfer.  They  became  quieter,  more  amenable  to  care 
and  more  disposed  to  work.  Riklin  sought  by  careful  study 
of  all  the  facts  and  psychological  analysis  of  the  cases  to 
find  causes  for  the  improvement.  His  conclusions  were 
that  although  improvement  by  transfer  depends  chiefly 
on  the  kind  of  mental  disorder  and  its  special  form  in  the 
individual,  yet  many  other  important  factors  play  a  role 
and  must  be  taken  into  account.  Entire  change  of  sur- 
roundings is  the  most  important  factor  and  acts  on  the  in- 
sane as  on  the  sane.  The  better  accommodations  in  the 
new  environment,  the  greater  suggestion  to  work  and 
separation  from  former  ward  associates  were  important 
influences  in  improving  the  condition  of  the  patients.  As 
to  special  psychological  features,  the  improvement  in 
several  cases  was  explainable  through  the  fact  that  the 
patients  misinterpreted  the  new  surroundings  so  as  to  fit 
in  with  their  delusion-complex.  In  other  cases  the  trans- 
fer seemed  to  cause  a  return  of  symptoms  shown  at  an 
earlier  but  more  favorable  period  of  the  psychosis  where, 

tUber  Versetzungsbesserungen.  Riklin,  Psych.  Neurol.  Wochenschrift, 
Vol.  7,  1905,  p.  153. 
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e.  g.,  the  patient  had  been  willing  to  work.  Transfer 
seemed  in  some  cases  to  awaken  the  patient  out  of  a 
dream -like  attitude;  frequently  delusions  which  have  been 
fixed  for  a  long-  time  begin  to  fade  soon  after  a  transfer. 

A  brief  review  of  the  main  divisions  into  which  the 
psychoses  fall  will  bring  before  us  the  special  problems  of 
the  influence  of  environment  in  each  group. 

The  first  division  comprises  the  mental  disturbances  in 
connection  with  some  more  or  less  plain  lesion  of  the  cen- 
tral nervous  system.  This  division  would  therefore  in- 
clude psychosis  with  brain  tumor,  traumatic  psychosis, 
senile  dementia,  general  paralysis  and  the  psychoses 
accompanying  various  other  organic  nervous  diseases. 
Within  this  division,  with  the  exception  of  the  traumatic 
deliria  and  some  syphilitic  affections,  the  prognosis  is 
grave  and  little  can  be  expected  from  the  influence  of 
environment  and  treatment  as  regards  the  final  outcome. 

The  next  division,  formed  largely  on  etiological  con- 
siderations, is  made  up  of  psychoses  arising  on  grounds  of 
infections,  states  of  exhaustion  or  intoxications.  The 
outlook  for  restoration  to  mental  health  is  good.  The 
environment  in  the  form  of  good  medical  care  and  intelli- 
gent nursing  counts  for  a  great  deal,  and  in  a  large  num- 
ber of  cases  the  life  or  death  of  the  patient  depends  on  the 
general  management. 

The  third  and  most  important  division  in  connection 
with  this  discussion  comprises  the  great  mass  of  the  so- 
called  functional  psychoses.  It  is  here  that  our  views 
regarding  the  course  and  outcome  of  mental  disorders 
have  been  tremendously  modified  by  the  emphasis  placed 
on  the  value  of  the  prognostic  principle  in  forming  clinical 
groups.  As  a  result  of  Kraepelm's  teachings,  mania,  mel- 
ancholia and  secondary  dementia  disappeared,  to  be 
replaced  by  two  great  symptomatic-prognostic  groups. 
The  first  called  manic-depressive  insanity,  a  disorder  of 
fairly  characteristic  form  with  fundamental  symptoms  of 
a  benign  nature,  the  outcome  being  recovery.  The 
second  group  designated  as  dementia  prsecox,  a  disorder 
presenting  a  more  varied  clinical  picture,  the  fundamental 
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symptoms  being  of  a  serious  nature  and  progression,  in  a 
vast  majority  of  cases,  to  severe  mental  deterioration  is 
expected. 

Thus  the  conception  developed  that  a  correct  diagnosis 
practically  settled  the  prognosis — a  conception  useful  in 
many  ways,  perhaps  necessary  in  breaking  with  the  past, 
yet  capable  of  cultivating  a  fatalistic  and  dangerous  atti- 
tude in  psychiatric  thought.  Happily  several  healthful 
and  corrective  influences  have  been  at  work.  We  soon 
found  that  our  material  offered  a  large  number  of  cases 
which  we  were  not  justified  in  grouping  unconditionally 
as  recoverable  (manic-depressive)  or  as  deteriorating 
(dementia  praecox)  forms.  Hence  the  allied  groups,  the 
undifferentiating  depressions,  depressive  hallucinosis, 
symptomatic  depressions,  etc.  Another  important  point 
always  insisted  upon  by  Dr.  Meyer  was  that  we  were  by 
no  means  justified  in  speaking  of  special  diseases  as 
Krsepelin  was  disposed  to  regard  manic-depressive  and 
dementia  praecox.  In  our  present  state  of  knowledge  it 
seems  more  profitable  to  think  merely  of  mental  reaction 
types,  displacing  from  the  centre  of  interest  the  distract- 
ing bother  about  special  disease  processes. 

In  manic-depressive  insanity  the  tendency  is  to  recur- 
rence of  attacks  of  depression  or  excitement.  As  to  the 
cause  we  know  very  little.  In  one  set  of  cases  we  would 
emphasize  a  constitutional  disposition,  while  in  another 
exogenous  factors  seem  to  be  of  most  importance  in  the 
unbalancing  of  the  individual.  What  effect  the  environ- 
ment and  handling  of  the  patient  has  on  the  individual 
attacks  is  difficult  to  determine.  A  good  environment, 
without  irritating  restraint,  with  a  chance  to  call  into  use, 
when  desired,  such  means  as  rest  in  bed,  packs  and  the 
continuous  bath  or  out-door  exercise  and  employment 
suitable  for  excited  cases,  such  as  hair  picking  or  other 
simple  work,  are  measures  which  we  all  use  and  believe 
to  be  of  value  in  moderating  the  excitement.  A  most 
convincing  contribution  in  this  direction  is  the  description 
of  the  manic  excitement  by  the  author  in  "A  Mind  that 
Found  Itself."    Bad  management  of  the  patient  clearly 
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provoked  excitement  and  precipitated  many  scenes  of 
violence.  The  patient  himself  claims  that  the  treatment 
received  served  to  prolong  the  attack. 

In  the  depressed  phases  we  have  noted  very  frequently 
that  when  the  attack  is  dragging-  along  a  return  to  the 
home  environment  has  an  apparently  favorable  influence, 
especially  when  there  has  been  much  chafing  under  hos- 
pital care.  The  patients  frequently  have  a  peculiar  feel- 
ing that  they  can't  get  accustomed  to  the  strangeness  of 
the  hospital  environment  and  seem  to  suffer  excessive  but 
natural  homesickness. 

Whether  or  not  general  environment  and  special  treat- 
ment influence  the  duration  of  the  manic-depressive 
attacks  or  plays  a  part  in  the  final  outcome  of  those  cases 
that  do  not  get  well  is  a  question  which  we  can  not  at 
present  answer.  The  number  of  cases  in  this  group  that 
fail  to  recover  in  the  hospital  seems  larger  than  we  for- 
merly reckoned.  Of  the  manic-depressive  cases  dis- 
charged last  year  from  Manhattan,  only  about  65$  had 
recovered — a  result  much  below  that  obtained  for  instance 
in  the  alcoholic  group.  We  have  seen  a  number  of  cases 
show  at  first  a  perfectly  typical  picture,  then  simmer  down 
into  an  ill-humored,  indolent  state  lasting  for  years,  mak- 
ing it  extremely  difficult  to  distinguish  in  such  cases 
between  chronicity  and  deterioration.  An  important 
study  will  be  to  search  in  each  case  for  factors  which  may 
be  responsible  for  this  relatively  unfavorable  outcome. 

In  this  discussion  the  dementia  praecox  group,  above 
all  others,  attracts  our  attention  as  it  not  only  furnishes  a 
larger  number  of  our  admissions  than  any  other  group, 
but  these  patients  remain  longer  under  the  influence  of 
hospital  environment,  fill  up  our  wards  and  form  the  chief 
part  of  that  large  class  known  as  the  chronic  insane. 

A  brief  statement  of  our  present  working  hypothesis 
regarding  the  genesis  of  dementia  praecox  will  show  us 
several  problems  relating  to  the  influence  of  environment 
and  treatment.  Dr.  Meyer,  in  his  paper  on  Dementia 
Praecox  in  1906,*  set  forth  the  view  that  what  we  called 

*  Fundamental  Conceptions  of  Dementia  Praecox.  Adolf  Meyer,  British 
Medical  Journal,  September  2q,  1906. 
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dementia  praecox  had  best  be  regarded  as  a  type  of  men- 
tal reaction  having  its  beginnings  in  perversion  of 
instinct,  in  faulty  and  inadequate  ways  of  thinking  and 
acting,  in  pernicious  thought  habits,  in  unchecked  trends 
of  morbid  interests  and  unhealthy  ruminations — in  other 
words,  it  is  a  disorder  which  appears  to  grow  out  of  bad 
mental  hygiene. 

The  patient  is  usually  admitted  because  of  a  tantrum  or 
an  antisocial  episode  which,  when  analyzed  as  to  its 
development  and  form,  shows  that  in  an  attempt  to  meet 
some  real  difficulty,  or  that  in  dealing  with  some  mental 
conflict  or  longing,  the  patient  has  got  into  a  tangle  and 
instead  of  meeting  the  situation  in  a  normal  manner,  he 
has  substituted  some  peculiar  or  odd  reaction.  We  learn 
further  by  analysis  that  the  main  features  of  the  clinical 
picture  are  governed  by  the  activity  of  a  special  complex 
of  ideas  related  to  the  upsetting  cause.  We  see,  e.  g., 
how  such  symptoms  as  hallucinations  and  negativism  are 
definitely  associated  with  the  complex.  Very  often  the 
complex  takes  the  form  of  a  wish  fulfillment  with  expans- 
ive ideas.  Side  by  side  with  the  activity  of  the  morbid 
complex  we  may  see  for  a  considerable  time  more  or  less 
normal  relations  remaining  in  ideation,  feeling,  memory, 
etc.  We  are  in  fact  often  astonished  to  find  "so  much 
sense  associated  with  so  much  nonsense."  We  naturally 
feel  there  exists  a  possibility  of  influencing  the  individual 
through  surroundings  and  treatment.  If  we  can  bring 
the  morbid  trend  of  ideas  to  the  surface,  discuss  the  diffi- 
culty with  the  patient,  give  him  explanations  and  advice, 
stimulate  normal  healthy  interests,  and  begin  some  plan- 
ful  training  of  habits  or  re-education,  may  we  not  expect 
to  accomplish  something? 

In  the  acute  phases  little  can  be  done  and  herein  lies  a 
great  danger  in  the  management  of  dementia  praecox. 
The  disorder  tends  to  run  a  course  with  exacerbations 
and  readmissions.  After  a  time  the  acute  symptoms 
which  have  usually  brought  the  patient  into  the  hospital 
subside  and  the  patient  becomes  more  accessible  and 
teachable,  but  he  is  then  very  apt  to  have  already  reached 
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award  for  chronic  cases  living  in  contact  with  deteriorated 
patients,  and  the  chance  for  individual  attention  from 
physician  and  nurse  has  been  greatly  reduced.  We 
should  take  a  hint  from  the  not  infrequent  surprises 
which  we  get  when  unexpected  improvement,  or  even  re- 
covery, takes  place  in  patients  who  for  years  have  passed 
as  demented. 

Some  clinicians,  notably  Bleuler,  maintain  that  hospi- 
tal life  is  the  worst  thing  possible  for  dementia  prsecox 
cases  and  that  where  detention  is  not  necessary  because 
of  antisocial  attitudes  or  other  special  reasons  the  patients 
have  a  better  chance  if  they  return  early  to  the  more 
stimulating  influences  of  normal  surroundings.  Bleuler 
claims  to  have  had  good  results  with  early  release  and  in- 
sists that  the  proper  time  for  discharge  of  dementia  prsecox 
patients  is  much  earlier  than  that  usually  permitted. 

Such  a  generalization  as  this  regarding  the  handling  of 
dementia  prsecox  is  unsound.  What  the  patient  requires 
is  not  so  much  stimulation  through  return  to  ordinary  life 
as  he  needs  some  well  directed  training  in  sound  habits, 
both  somatic  and  mental.  It  is  unfortunately  true  that 
outside  of  the  limited  field  of  drug  therapy  we  have  been 
able  in  the  hospitals  to  do  little  in  the  way  of  meeting  the 
needs  of  the  individual  patient.  We  must  never  lose 
sight  of  the  fact  that  the  paramount  aim  of  our  detailed 
examinations  and  psychological  analyses  is  to  find  out 
what  the  patient's  difficulty  is,  how  he  got  into  it  and 
how  we  can  help  him  out  of  it. 

During  the  coming  year  we  hope  to  start  at  Manhattan  a 
small  occupation  department  or  training  school  for  recent 
cases  of  dementia  prsecox  quite  apart  from  the  general 
industrial  work  of  the  hospital.  I  feel  that  our  experience 
with  dementia  prsecox  might  be  altogether  different  if  we 
individualized  and  pushed  this  matter  of  training  with  the 
same  degree  of  vigor  and  planfulness  that  is  at  present 
applied  to  the  education  and  training  of  defective  children. 

The  final  division  to  be  mentioned  is  the  one  compris- 
ing the  constitutional  disorders.  The  beneficent  influence 
of  hospital  environment  is  particularly  well  illustrated  in 
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persons  of  inferior  mental  make-up  who  reach  the  hospital 
because  of  attacks  or  outbursts  in  the  form  of  abnormal  or 
excessive  reaction  to  some  more  or  less  palpable  cause  for 
friction  or  conflict.  These  mentally  defective  individuals 
quickly  regain  their  balance  in  the  hospital  environment, 
are  cheerful  and  adaptable,  often  work  surprisingly  well 
so  long  as  they  remain  under  supervision.  Experience 
with  this  class  speaks  strongly  for  the  value  of  coloniza- 
tion for  these  persons.  This  would  protect  society  from 
their  antisocial  and  criminal  tendencies  and  would  also 
reduce  the  propagation  of  a  degenerate  stock. 

From  what  has  been  said  we  see  that  the  general  con- 
dition of  the  insane  has  been  wonderfully  improved  in 
recent  years  by  betterment  of  the  surroundings.  Our 
views  regarding  the  effects  of  environment  and  treatment 
have  been  greatly  modified  by  a  clearer  understanding  of 
the  various  clinical  forms  of  insanity. 

In  the  functional  types  we  find  one  large  group  (manic- 
depressive)  presenting  benign  symptoms  with  a  tendency 
to  recovery.  We  seem  to  be  able  to  do  little  towards  in- 
fluencing the  duration  or  termination  of  the  attack. 

In  the  other  and  more  important  group  (dementia 
praecox)  we  see  a  form  of  reaction  with  malignant  feat- 
ures and  of  uncertain  prognosis.  Many  facts  indicate 
that  in  this  disorder  we  deal  with  a  peculiar  type  of  men- 
tal make-up  and  in  the  genesis  of  the  psychosis  we  see 
how  faulty  habits  of  adjustment,  perversion  of  instinct, 
morbid  ruminations  and  diversion  of  interests  into  un- 
healthy channels  precede  the  final  breakdown.  Here  is  a 
large  and  promising  field  for  testing  the  influences  of 
environment  and  modifiability  of  the  disorder  through 
appropriate  training  and  teaching,  founded  on  a  clear 
appreciation  of  the  needs  of  the  individual  case. 

Mr.  Chairman:  The  paper  of  Dr.  Kirby  is  now  open 
for  discussion.  I  am  sure  that  superintendents  and  every- 
one who  has  anything  to  do  with  after-care  will  feel 
interested  in  the  subject. 

Dr.  Mabon  :    We  are  all  indebted  to  Dr.  Kirby  for  the 
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valuable  thoughts  and  suggestions  in  his  paper.  One 
thing  more  than  any  other  in  Dr.  Kirby's  paper  impressed 
me  and  that  is  the  necessity  for  personal  attention  to  the 
individual.  This  can  not  be  had  unless  we  have  those  who 
are  able  to  give  the  time  to  a  personal  observation  and  per- 
sonal interest  in  the  individual  case.  This  being  so  leads 
to  the  idea  of  a  better  system  of  classifying  our  patients, 
more  room — not  so  many  patients  on  the  wards — more 
attendants  to  the  individual  patients;  smaller  grouping  of 
patients  would  do  much  to  improve  conditions. 

The  idea  spoken  of  by  Dr.  Kirby  of  instructing  some  of 
the  cases  of  dementia  praecox  will  be  put  into  effect. 
Whether  we  have  a  special  position  created  for  this  work 
or  not,  we  are  going  to  select  from  among  our  employees 
one  or  more  individuals  who  seem  to  have  the  tact  neces- 
sary to  take  hold  of  these  individual  cases  and  give  them 
the  time  necessary  in  the  way  of  industrial  instruction. 

Everyone  has  had  some  experience  in  the  results  from 
changing  the  immediate  surroundings  of  patients.  I  re- 
call at  Utica — a  good  many  years  ago — a  depressed  patient 
in  the  suicidal  ward,  a  woman,  50  or  55  years  of  age  who 
had  the  idea  that  the  devil  had  an  influence  over  her. 
On  one  occasion  when  a  certain  nurse  was  away  it  came  to 
me  that  perhaps  that  nurse  had  not  been  considerate  of 
the  patient.  I  talked  to  the  patient  and  learned  that  such 
was  the  case.  The  patient  was  removed  to  another  ward, 
placed  in  charge  of  an  individual  nurse  and  at  the  end  of 
three  months  was  sent  to  the  convalescent  ward  and  finally 
went  home  completely  recovered. 

I  recall  a  case  at  Ogdensburg,  transferred  from  Bloom- 
ingdale,  who  did  not  improve  there.  This  man  com- 
pletely recovered. 

We  have  received  cases  by  transfer — in  the  general 
transfers  from  other  institutions — who  improve,  patients 
who  when  started  at  work  begin  to  interest  in  their 
surroundings. 

At  the  Willard  State  Hospital — years  ago — an  old  super- 
visor who  had  a  great  amount  of  tact  in  getting  patients 
to  work  began  to  instruct  them  in  shoveling  earth  into 
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wheelbarrows  and  from  that  they  developed  as  workers 
until  they  filled  in  the  ravine — filled  it  all  in — and  it  is 
work  that  stands  to-day.  Many  of  the  patients  were  thus 
able  to  enjoy  much  liberty. 

It  seems  to  me,  therefore,  that  with  a  better  classifica- 
tion, with  more  nurses,  more  attendants  to  the  number  of 
patients,  that  much  can  be  done  to  improve  at  least  a  num- 
ber of  these  people  and  in  many  cases  help  them  to 
recovery. 

Dr.  Hurd:  It  has  occurred  to  me  that  our  experience 
in  Buffalo  might  be  of  interest  to  you  as  it  has  been  to  us, 
and  apparently  to  the  Commissioners  and  Superintendents 
who  have  visited  our  summer  colony  on  the  shore  of  Lake 
Ontario. 

A  visit  in  the  spring  to  Dr. Howard's  lake  farm  colony 
near  Rochester,  I  think  stimulated  us  to  make  an  experi- 
ment along  similar  lines.  We  did  not  endeavor  to  rent  a 
farm  however,  but  secured  a  cottage  away  from  the  city 
where  the  conditions  of  life  would  be  very  different  for 
our  patients.  In  June  we  rented  a  cottage,  which  will 
accommodate  about  twenty  people,  in  the  town  of  Wilson, 
on  Lake  Ontario  about  thirty  miles  from  Buffalo,  but  with 
convenient  railroad  connections. 

The  surroundings  of  the  place  are  pleasant.  It  is  in  the 
outskirts  of  an  attractive  village  and  a  few  hundred  feet 
from  the  shore,  and  the  outlook  from  the  porches  over  the 
lake  is  charming.  The  village,  churches,  harbor,  shops, 
etc.,  afforded  many  interesting  diversions  for  the  patients. 
I  was  surprised  to  see  how  successful  the  experiment  was, 
and  how  beneficial  the  change  proved  to  be  to  all  of  the 
patients.  We  did  not  follow  Rochester's  plan  of  day- 
excursions,  but  took  our  patients  in  groups  of  15  and  16 
for  two  weeks  at  a  time.  In  the  first  group  were  men  who 
were  employed  in  getting  the  house  and  grounds  in  order, 
and  the  garden  started,  for  we  had  about  two  acres  of 
land.  During  the  summer  we  had  there  145  patients;  of 
that  number  42  were  of  the  fairly  recoverable  class,  and 
of  that  number  40  have  now  gone  to  their  homes.  With- 
out exception  everyone  of  the  patients  showed  marked 
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physical  and  mental  gain,  none  gained  less  than  two 
pounds  and  many  as  high  as  eight  pounds.  They  came 
back  from  there  a  very  cheerful,  happy,  sunburned  party. 

The  convalescents  were  the  class  given  first  considera- 
tion, for  it  was  for  this  class  that  the  experiment  was 
primarily  made,  but  when  the  supply  of  convalescents  ran 
out  we  had  to  fall  back  on  others,  viz.,  those  whose  conva- 
lescence had  been  delayed,  those  who  had  reached  a  stand- 
still, those  who  were  fearful  of  their  ability  to  maintain 
themselves  outside  of  an  institution,  and  finally  the  more 
chronic  cases  who  needed  or  deserved  the  change. 

The  rent  of  and  improvements  to  the  cottage  (plumbing) 
cost  us  about  §200.00. 

Miss  Avery:    What  class  of  patients  did  you  send? 

Dr.  Hurd:  The  recoverable  class,  about  42,  followed 
by  the  tardily  convalescent  and  the  chronic. 

It  was  interesting  to  note  the  self-control  and  pride  in 
the  conduct  of  the  party  which  characterized  every  pa- 
tient, apparently  without  exception.  They  felt  that  they 
were  put  on  their  honor,  and  that  they  were  the  observed 
of  the  people  in  the  town,  and  that  their  privileges  were 
largely  dependent  on  the  self-control  and  good  conduct  of 
themselves  and  their  associates.  They  were  greeted  on 
going  to  church  by  the  kind  people  of  the  town,  as  if  they 
were  people  in  ordinary  mental  health.  This  they  appre- 
ciated and  took  every  care  that  the  good  reputation  of  the 
party  was  in  no  wise  impaired  by  anyone's  conduct,  and 
they  watched  each  other  closely.  They  engaged  in  fish- 
ing, swimming,  boating,  croquet,  gardening,  walks  and 
drives. 

Of  course,  it  may  be  said  that  these  convalescent  patients 
would  recover  any  way,  and  I  presume  they  would; 
but  I  feel  that  recovery  was  certainly  hastened,  and  I  am 
sure  that  some  of  the  standstill  cases  were  stimulated. 
Some  who  had  hesitated  for  months  because  of  being  fear- 
ful of  going  home,  after  their  experience  with  this  at  least 
partial  return  to  normal  home  life,  felt  their  confidence 
restored  and  on  their  return  went  home.  One  especially, 
after  we  had  endeavored  for  a  year  to  persuade  him  to  go 
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home,  after  his  return  from  the  lake  shore,  went  home 
without  urging  and  has  been  attending  to  his  business 
regularly  since.  Our  statistics  show  a  gain  of  over  two 
per  cent,  in  the  recovery  rate  as  compared  with  last  year, 
and  while  it  can  not  be  proved  that  our  summer  cottage 
has  been  responsible  for  this,  I  feel  sure  that  many 
patients  were  hastened  and  stimulated  in  their  recovery, 
and  the  duration  of  their  stay  in  the  institution  shortened. 
One  patient  whom  we  little  thought  able  to  be  discharged, 
secured  a  position  with  a  farmer  in  the  neighborhood,  and 
the  State  was  relieved  of  his  support,  so  that  I  am  inclined 
to  think  it  pays  in  a  pecuniary  way,  although  that  was  not 
the  primary  consideration  in  renting  the  cottage.  Many 
of  the  patients  wrote  me  letters,  and  I  have  selected  one 
that  might  be  of  interest,  which  is  a  little  more  in  detail 
than  the  rest.  (Letter  is  hereto  attached).  The  writer 
has  since  been  discharged  and  is  engaged  in  her  profession. 

We  sent  most  of  the  food  staples  down  by  express  three 
times  a  week.  The  vegetables  were  raised  upon  the  place 
and  were  more  than  they  could  use,  and  exchanges  were 
made  with  the  neighbors  for  other  things.  Milk  and 
butter  were  bought  there,  it  being  a  farming  community. 
The  same  place  with  a  larger  acreage  has  been  rented  for 
next  year  and  we  expect  to  employ  many  more  men 
patients  in  gardening. 

"Wilson,  N.  Y.,  July  13,  1908. 

Dr.  Hurd: 

Dear  Sir: — It  is  hard  to  find  words  to  express  how  grateful  we 
are  for  this  delightful  trip.  AVe  had  heard  our  cottage  wrould  be  near 
the  lake  but  were  not  prepared  for  the  beautiful  view  which 
greeted  us.  Wilson  is  a  small  village  and  we  drove  up  Lake  street, 
which  is  considered  the  best  street  in  town.  Our  cottage  is  nearly 
at  the  end  of  this  street.  The  cottage  is  built  of  mortar  with  large 
round  pebbles  stuck  in  the  mortar.  There  is  a  wide  veranda  running 
the  length  of  the  house  in  front.  We  had  a  picnic  last  Friday  in  a 
beautiful  grove  of  pine  trees  and  supper  at  the  lake.  Mr.  and  Mrs. 
C.  have  been  ever  so  kind  to  us.  They  have  taken  us  out  driving 
and  many  other  things  to  make  our  stay  a  pleasant  one.  The  people 
in  the  village  have  been  very  kind  to  us  and  we  have  not  aroused  the 
curiosity  I  expected.  Mrs.  H.  made  a  flying  visit  Sunday  and  we  are 
all  delighted  to  see  her.  AVe  have  not  been  fishing,  as  the  men  did, 
Mar.— 1909— b 
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but  find  lots  else  to  do.  We  heard,  that,  when  Dr.  W.  was  down,  he 
put  on  overalls  and  boots  and  went  fishing'  with  the  rest.  Everyone 
is  tanned  and  healthy  and,  best  of  all,  happy.  In  the  evening  we  go 
down  to  the  lake  to  see  the  sunset.  I  must  close  hoping  that  when  I 
return  you  will  consider  my  going-  home. 

Yours  respectfully, 

Miss  X.  Y.  Z., 

Lake  Side  Cottage." 

Dr.  Arthur:    Were  the  patients  given  parole? 

Dr.  Hurd:  Yes;  everyone.  One  attendant  was  sent 
with  each  party  to  look  after  them,  but  all  were  given 
parole  of  the  village  and  country  round  about. 

Dr.  Howard:  Do  you  think  that  a  night  nurse  was 
needed? 

Dr.  Hurd:  We  had  no  one  on  duty  at  night,  and  ex- 
perience proved  that  we  needed  no  one. 

Dr.  Pilgrim:  I  want  to  express  my  appreciation  of 
this  valuable  paper  by  Dr.  Kirby  and  the  interesting  dis- 
cussions which  have  followed. 

We  have  had  no  experience  at  Poughkeepsie  with  con- 
valescent homes  but  I  have  analyzed  some  of  the  cases 
which  have  been  benefited  by  a  change  of  ward  environ- 
ment during  the  past  year,  and  should  like  to  make  brief 
mention  of  them.  Several  of  these  were  cases  of  dementia 
praecox. 

A.  K.  A  much  deteriorated  dementia  praecox  case  of 
14  years'  duration  while  in  a  service  largely  devoted  to  the 
care  of  quiet  chronic  cases  became  unusually  destructive 
and  excited  and  continued  so.  She  was  loud,  disconnected 
and  irrelevant  in  her  talk,  tore  bedding  at  night  and 
occasionally  struck  patients.  Immediately  after  transfer 
to  the  main  building  she  became  quiet  and  for  the  last  two 
years  has  silently  sat  with  bowed  head,  obeying  requests, 
and  causing  no  trouble.  The  same  conditions  have  pre- 
vailed with  three  other  patients,  viz.,  E.  R.,  G.  M.  and  R. 
K.  While  the  changes  in  these  cases  do  not  mark  a  return 
to  normal  mental  states,  the  condition  of  each  patient  is 
much  improved  and  the  comfort  of  others  is  markedly 
advanced. 
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In  the  Hudson  River  State  Hospital  there  are  two  wards, 
one  over  the  other,  identical  in  size,  general  arrangement 
and  the  number  of  patients.  The  lower  ward  (4)  is  used 
as  a  reception  ward  and  it  is  my  aim  to  keep  the  recover- 
able excited  patients  there.  Frequently  manic  cases  have 
seemed  to  show  a  tendency  to  continue  in  the  excited 
phase  and  transfers  have  been  made  to  the  upstairs  ward. 

In  the  case  of  Grace  P.,  after  having  continued  active 
and  talkative  for  fifteen  months  improvement  began 
during  the  first  month  of  residence  on  the  upper  ward. 
This  is  one  case  and  others  could  be  quoted.  With  manic 
cases  one  may  say  with  some  justice  that  the  cases  would 
have  shown  the  same  improvement  even  though  the  change 
had  not  been  made  but  I  think  that  in  a  number  of  cases 
the  improvement  has  been  too  regular  to  admit  of  that 
charge. 

Carrie  W.,  when  giving  a  retrospective  account  of  her 
trouble  and  recovery,  dated  the  beginning  of  her  improve- 
ment to  a  change  from  a  ward  for  chronic  untidy  patients 
to  one  of  pleasanter  environment. 

Marie  B.  was  put  on  a  quiet  ward  (2)  while  in  an  excited 
and  talkative  state  and  within  two  days  conducted  herself 
like  the  other  patients  there. 

It  would  be  absurd  to  expect  beneficial  results  in  all 
cases  from  so  simple  a  measure;  but  I  feel  sure  the  few  in- 
stances I  have  given  will  call  attention  to  parallel  cases  in 
other  institutions  that  will  further  demonstrate  the  fre- 
quency with  which  improvement  takes  place  after  transfer 
from  one  ward  to  another.  It  seems  easy  for  well  people 
to  get  into  a  rut  and  when  there,  the  tendency,  while  the 
environment  continues  to  be  the  same,  is  to  stay  there. 
A  new  field  of  activity  causes  a  break  in  one's  methods 
and  during  the  adjustment  better  habits  can  be  formed 
with  less  effort. 

Now  we  have  another  case,  with  which  Dr.  Russell  is 
quite  familiar.  He  is  an  educated  man,  having  studied 
medicine  for  two  or  three  years;  he  was  on  one  of  the 
better  wards  in  the  main  building.  He  became  so  trouble- 
some that,  after  considering  the  matter  for  a  long  time,  I 
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sent  him  to  a  small  ward  in  the  central  group  where  we 
have  our  very  dangerous  homicidal  cases.  When  he  got 
among  those  cases  he  found  them  so  much  like  himself 
that  he  began  to  manifest  self-control  and  a  change  for 
the  better  immediately  took  place.  I  took  occasion  to 
speak  to  him  about  the  change  of  environment,  as  I  felt 
somewhat  embarrassed  at  placing  him  in  what  I  thought 
he  would  consider  unpleasant  surroundings  but  to  my 
surprise  he  said,  "  Doctor,  when  I  get  that  way  again  send 
me  up  there  as  soon  as  you  can."  The  change  which  the 
new  surroundings  brought  about  was  something  wonderful. 

I  think  that  all  who  have  been  in  the  service  a  number 
of  years,  as  most  of  us  have,  have  noticed  the  remarkable 
change  in  the  character  of  the  insane  during  the  last  ten, 
fifteen  or  twenty  years  and,  in  my  opinion,  that  change 
has  been  brought  about  almost  entirely  by  changes  in 
environment  and  management. 

One  other  point,  and  that  is  the  economical  value  of 
good  surroundings  and  pleasant  environment.  I  believe 
that  cures  are  more  apt  to  take  place  under  pleasant  en- 
vironment; and  I  know  that  when  a  ward  is  well  kept 
and  well  furnished  the  destructive  tendencies  of  patients 
are  held  in  check,  and  that  such  tendencies  begin  to  be 
manifested  as  soon  as  the  wards  are  allowed  to  deteriorate. 
I  feel  sure  that  future  improvements  in  the  treatment  and 
care  of  the  insane  will  be  in  the  direction  of  smaller  insti- 
tutions, and  pleasanter  and  more  home-like  environment. 
And  even  where  the  large  institutions  must  exist,  I  am 
sure  that  the  trend  will  be  towards  smaller  units,  and 
more  individualized  treatment. 

Dr.  Macy:  I  do  not  wish  to  add  very  much  to  what 
has  been  said,  except  in  a  special  way  in  regard  to  certain 
cases  that  may  be  of  interest.  We  are  all  agreed,  I  think, 
practically  on  the  view  that  has  been  set  out  in  Dr.  Kirby's 
admirable  paper,  that  changes  do  take  place  in  just  this 
way.  Of  course  we  are  all  trying  to  bring  about  a  revo- 
lution in  the  trend  of  thought  and  operation  of  the  mind 
of  the  patients  we  have  control  over. 

In  looking  over  the  records  of  our  hospital,  at  Dr. 
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Kirby's  request,  I  have  selected  a  few  cases  which  might 
be  of  interest.  I  think  we  all  think  alike  about  the  results 
from  the  transfer  from  one  institution  to  another,  or  from 
one  ward  to  another,  or  from  one  part  of  the  institution 
to  another — Rochester  from  the  main  hospital  to  the  lake 
side,  and  so  on.  • 

I  have  long  maintained  that  in  the  case  of  a  great  many 
cases,  especially  of  dementia  praecox,  when  we  undertake 
to  instruct  them  beneficial  results  will  show,  and  I  am  very 
glad  indeed  that  Dr.  Mabon  is  going  to  start  that  special 
work  at  his  hospital  and  I  am  sure  it  will  be  attended  by 
beneficial  results. 

The  cases  I  have  in  mind  were  as  follows: 

On  going  over  the  clinical  records  at  the  Kings  Park 
State  Hospital  I  found  two  cases  illustrating  in  a  striking 
manner  that  a  change  of  environment  may  influence 
favorably  the  course  of  a  psychosis. 

The  first  case  is  that  of  Oscar  S.  who  was  admitted  to 
one  of  the  other  State  hospitals  on  March  21,  1895,  trans- 
ferred to  Kings  Park  on  February  28,  1899,  and  discharged 
as  recovered  on  December  12,  1902,  that  is  to  say,  about 
eight  years  after  the  onset  of  his  illness. 

Shortly  prior  to  his  commitment,  at  the  age  of  26  years, 
the  patient,  without  any  apparent  cause,  became  noisy, 
restless,  and  very  talkative;  took  off  all  his  clothes  and 
exposed  his  person.  He  was  promptly  committed  and  the 
State  hospital  case  notes  from  Ward's  Island  state  that  on 
admission  he  was  rambling  and  incoherent  in  his  conver- 
sation, laughed  without  cause,  appeared  elated.  Over  a 
year  later  he  was  noted  as  being  stupid  and  demented, 
refusing  to  answer  questions  or  to  speak  at  all.  At  times, 
however,  he  was  excited,  noisy  and  talkative.  A  later 
note  states:  "No  change.  Works  well  in  the  pantry. 
Memory  poor.  Health  fair."  February  19,  1899,  shortly 
before  his  transfer,  it  was  noted  that  he  was  again  excited 
and  that  nothing  intelligible  could  be  obtained  from  him 
by  questioning.  About  six  months  following  his  transfer 
to  Kings  Park  he  changed  in  his  manner,  became  indus- 
trious, worked  very  efficiently  in  the  dining  hall,  and 
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several  evenings  a  week  would  work  as  pin-boy  in  the 
bowling-  alley,  in  this  way  earning  one  or  two  dollars  a 
week,  part  of  which  he  used  to  buy  tobacco,  neckties,  etc., 
but  most  of  which  he  saved.  He  still  showed  occasional 
slight  restlessness  and  some  undue  irritability,  and  seemed 
to  lack  insight  into  his  condition,  saying  that  he  was  not 
insane  when  he  was  at  the  other  hospital,  but  that  anybody 
would  act  as  he  did  if  they  were  treated  as  he  had  been. 

He  continued  to  improve  slowly  and  was  finally  dis- 
charged after  having  saved  up  sixty-five  dollars  from  his 
earnings. 

I  regret  that  the  records  in  this  case  do  not  contain  data 
that  would  enable  us  to  determine  specifically  the  real 
factor  that  led  to  this  patient's  improvement  and  ultimate 
recovery.  The  history  as  it  is,  however,  points  strongly 
to  the  probability  that  in  some  way  the  transfer  in  this 
case  had  to  do  with  the  change  in  its  clinical  course. 

The  second  case  is  that  of  Francis  G.  W.  who  was  ad- 
mitted to  the  Kings  Park  State  Hospital  on  May  25,  1904, 
whose  mental  disorder  was  diagnosed  paranoia,  and  who 
was  nevertheless  discharged  as  recovered  six  months  after 
admission.  In  this  case  the  disease  had  started  fourteen 
years  prior  to  commitment  and  was  attributed  to  a  dispute 
over  the  settlement  of  the  family's  estate  upon  the  death 
of  the  patient's  father.  The  patient  maintained  that  by 
dishonest  means  his  mother  and  his  sister  deprived  him 
not  only  of  his  share  of  the  inheritance,  but  also  of  the 
part  of  the  estate  which  actually  belonged  to  him  as  he 
had  contributed  $1,000  for  its  purchase  and  improvement. 
He  felt  that  he  had  been  deeply  wronged  but  ultimately 
became  resigned,  having  developed  a  religious  trend  with 
an  attitude  of  conciliation,  self-sacrifice  and  a  hope  of  retri- 
bution in  the  next  world.  His  religious  preoccupation 
became  more  and  more  pronounced.  He  began  to  read 
the  Bible  almost  constantly,  said  he  could  not  reconcile 
some  of  the  statements  in  it,  talked  of  nothing  but  relig- 
ion and  was  discharged  from  his  place  of  employment 
several  times  because  he  preached  to  his  fellow- workmen 
while  at  work. 
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Finally  he  developed  hallucinations,  had  a  vision  of 
Christ,  heard  God  speaking  to  him,  and  had  to  be  com- 
mitted. 

Soon  after  his  admission  his  hallucinations  disappeared. 
He  still,  however,  expressed  a  good  deal  of  resentment 
against  his  mother  and  sister,  and  would  become  very 
angry  and  excited  when  speaking  of  the  way  he  had  been 
wronged  by  them. 

About  four  months  after  his  admission  his  whole  atti- 
tude seemed  to  have  changed  and  have  become  more 
rational.  He  still  thought  the  Bible  contained  contradict- 
ory statements  but  said  he  would  not  attempt  to  convert 
any  one  to  his  way  of  thinking.  He  also  persistently 
maintained  that  his  father's  property  had  not  been  justly 
divided,  but  said  he  felt  it  was  wisest  to  forget  all  about 
his  family  troubles  and  to  bear  no  one  any  ill  will.  He 
was  quiet,  well  behaved,  and  industrious,  and  was  finally 
discharged  into  his  wife's  custody. 

It  seems  to  me  that  the  history  in  this  case  justifies  us 
in  assuming  that  the  patient's  commitment  and  removal 
from  the  environment  which  gave  rise  to  his  psychosis 
contributed,  at  least  to  some  considerable  extent,  to  his 
recovery. 

Dr.  Heyman:  Mr.  President,  if  time  permits,  I  will 
cite  a  few  cases  at  Central  Islip  whose  condition  seems  to 
have  been  made  better  by  change  of  environment,  etc. 

Many  years  ago,  Dr.  Smith  became  deeply  impressed 
with  the  striking  changes  which  frequently  seemed  to 
occur  in  patients  as  a  result  of  removal  from  one  hospital 
to  another,  and  from  one  ward  or  group  to  another,  and 
when  he  assumed  charge  of  the  institution  at  Central  Islip, 
some  twelve  or  thirteen  years  ago,  he  took  up  this  matter 
systematically,  causing  the  interior  of  the  several  wards 
to  be  painted  in  different  colors  to  accentuate  the  differ- 
ence and  had  many  of  the  patients  transferred  around, 
expecting  to  find  changes  in  the  mental  condition  due  to 
the  change  of  environment.  The  cases  that  appeared  to 
improve  are  too  numerous  to  mention ;  but  the  results  were 
so  satisfactory  that  he  has  continued  the  practice  of  trans- 
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ferring  from  ward  to  ward  or  from  group  to  group  many 
of  the  indifferent  patients. 

Concerning  the  changes  for  the  better  in  patients  trans- 
ferred from  other  hospitals,  Dr.  Smith  has  had  abundant 
opportunity  in  the  past  few  years  to  note  these,  owing  to 
the  large  number  of  transfers  sent  to  Central  Islip.  A 
few  cases  that  have  excited  his  curiosity  are  briefly  noted. 

Lizzie  L.  was  admitted  to  the  hospital  from  Blackwell's 
Island  in  July,  1886,  at  the  age  of  twenty-three  years. 
She  was  born  in  this  country  and  had  been  employed  for 
a  number  of  years  as  a  domestic.  On  her  admission  she 
was  noted  as  being  dull,  stupid  and  indifferent,  at  times 
noisy  and  violent.  She  often  assaulted  other  patients 
without  apparent  provocation,  and  was  untidy  and  filthy 
in  her  habits,  and  at  all  times  inaccessible,  and  despite  an 
excellent  appetite  she  was  very  much  emaciated;  and  in 
this  condition  she  was  transferred  to  Central  Islip  fifteen 
years  later.  Shortly  after  her  transfer  some  slight  im- 
provement was  noted  and  she  was  made  to  walk  up  and 
down  the  ward  shoving  a  heavy  polisher.  After  a  few 
months  a  vast  improvement  was  noted  both  mentally  and 
physically,  and  she  is  now  quiet,  tractable,  orderly  and 
industrious,  with  considerable  insight  into  her  condition. 

Rose  K.  was  admitted  to  the  New  York  City  Asylum 
for  the  Insane  on  Blackwell's  Island  in  July,  1889,  at 
the  age  of  28;  nativity,  Ireland;  wife  of  a  laborer.  The 
duration  of  her  psychosis  was  given  as  eight  weeks  and 
the  cause,  domestic  trouble  and  alcoholic  excesses. 

The  history  that  came  with  her  from  Blackwell's  Island 
stated  that  the  patient  had  been  constantly  disturbed 
and  excited  for  twelve  years.  She  reacted  to  vivid 
auditory  and  visional  hallucinations,  hearing  her  chil- 
dren crying  and  the  voices  of  neighbors  calling  her 
bad  names.  She  had  many  delusions  of  persecution 
based  on  these  hallucinations.  She  was  very  profane 
and  obscene  in  her  language.  After  twelve  years 
she  was  transferred  to  Central  Islip  in  an  unimproved 
condition.  Two  months  after  her  admission  to  Central 
Islip  she  was  noted  as  being  much  quieter.    She  was 
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given  some  light  work  to  do  around  the  wards  and  the 
improvement  continued.  She  was  noted  as  being  tracta- 
ble, and  readily  adapted  herself  to  the  hospital  routine. 
Her  delusions  and  hallucinations  became  less  active  and 
she  did  not  react  to  the  visional  or  auditory  hallucinations. 
This  woman  was  transferred  to  Central  Islip  in  October, 
1 90 1.  During  the  months  of  the  succeeding  January 
to  May  there  was  a  steady  improvement  noted.  She 
rapidly  cleared  up  and  showed  a  good  insight  into  her 
previous  mental  condition.  This  improvement  continued 
to  May,  1902,  when  the  patient  was  discharged  to  the 
custody  of  her  husband  as  recovered,  after  a  hospital  resi- 
dence of  thirteen  years,  during  twelve  of  which  she  was 
apparently  very  much  deteriorated  mentally. 

Mary  G.  was  admitted  to  Central  Islip  in  December, 
1907,  from  Bellevue  Hospital,  at  the  age  of  35.  She  was 
a  native  of  this  country,  single,  and  a  domestic  by  occupa- 
tion. No  previous  attacks.  Present  attack  had  a  duration 
of  one  week. 

From  the  time  of  her  admission  she  was  noted  as  uni- 
formly quiet  and  indifferent.  Would  sit  for  long  periods 
in  one  place  and  never  make  an  attempt  to  converse  with 
others.  She  had  some  hallucinations  of  hearing,  with 
vague  persecutory  ideas,  but  did  not  appear  to  react  in 
any  way.  In  February  of  this  year  on  account  of  failing 
health  she  was  transferred  to  the  infirmary  ward.  Imme- 
diately upon  admission  to  that  ward  she  became  greatly 
excited  and  extremely  resistive.  She  was  noted  as  run- 
ning blindly  about  the  ward  and  talking  almost  constantly 
during  her  waking  hours.  Because  of  this  marked  change 
in  her  mental  condition,  coincident  with  her  transfer,  she 
was  returned  to  the  ward  whence  she  came,  and  one 
week  later  had  become  quiet  and  orderly  with  the  excep- 
tion of  occasional  spells  when  she  became  rather  talkative. 
Her  subsequent  transfer  to  another  ward  made  no  appar- 
ent change  in  her  condition. 

Ellen  J.;  age  38;  married,  wife  of  a  prosperous  con- 
tractor, was  admitted  to  one  of  the  private  institutions 
near  New  York  in  1901.    On  her  admission  she  was  noted 
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as  being  dull,  resistive  and  totally  inaccessible.  Shortly- 
after  her  admission  she  became  untidy  and  filthy  in  her 
habits  and  gradually  went  from  bad  to  worse.  In  1904 
she  was  transferred  to  Central  Islip  where  her  condition 
was  noted  as  being  substantially  the  same  as  on  her  admis- 
sion to  the  private  institution.  She  remained  in  this  state 
for  some  little  time  when  she  was  given  in  charge  of  one 
of  the  attendants  and  made  to  walk  up  and  down  the 
veranda  and  around  the  buildings.  This  was  continued 
for  a  few  weeks  when  a  decided  change  for  the  better  was 
noted.  After  this  improvement  had  continued  for  some 
time  she  was  given  some  work  to  do  polishing  the  floor  of 
the  ward.  Her  improvement  continued  gradually  and  she 
was  subsequently  discharged  as  recovered.  She  has  now 
been  out  of  the  hospital  for  almost  two  years,  and  our  fre- 
quent letters  from  her  lead  us  to  believe  that  she  is  as 
strong  as  ever. 

Peter  D.  was  committed  to  one  of  the  metropolitan 
hospitals  in  December,  1904.  While  there  patient  was 
noted  throughout  his  stay  as  being  in  an  unimproved  con- 
dition. He  was  depressed  at  all  times  and  totally  inac- 
cessible. In  this  condition  he  was  transferred  to  Central 
Islip  in  February  of  this  year,  three  years  after  admission. 
After  being  at  Central  Islip  for  a  short  time  he  was  given 
work  in  one  of  the  wheelbarrow  squads  and  shortly  after- 
wards he  showed  some  improvement  and  his  symptoms 
became  gradually  less  pronounced,  until  at  the  present 
time  he  appears  very  nearly  in  a  normal  condition,  and  we 
expect  to  send  him  home  in  a  short  time. 

William  W.,  admitted  to  one  of  the  metropolitan  hos- 
pitals in  August,  1903.  On  his  admission  he  was  de- 
pressed, showed  very  little  interest  in  anything  and  was 
practically  inaccessible.  In  February,  1908,  about  five 
years  later,  he  was  transferred  to  Central  Islip,  when  he 
was  given  some  work  in  one  of  the  outside  squads.  Very 
soon  after  this  he  began  to  show  marked  interest  in  him- 
self, was  more  accessible  and  improved  in  many  ways. 
This  improvement  has  continued  until  the  present  time 
when  he  seems  to  be  very  near  a  normal  condition.  This 
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man  showed  very  little  if  any  improvement  for  a  period  of 
nearly  five  years,  but  very  soon  after  a  transfer  to  another 
hospital,  a  complete  change  of  scene  and  surroundings,  he 
manifested  a  remarkable  change  for  the  better. 

We  could  cite  many  cases;  but  to  prevent  taking  up  too 
much  time  we  shall  permit  the  foregoing  to  illustrate  the 
great  influence  of  environment  on  the  insane. 

Dr.  Mabon:  One  word  more  in  the  discussion  and 
that  is  about  retarded  convalescence.  Very  often  we  find 
patients  who  improve  to  a  certain  stage  and  then  the 
question  is  what  to  do  for  them.  In  many  cases  it  seems 
to  me  advisable  to  give  those  patients  a  trial  at  home,  and 
a  review  of  the  cases  discharged,  improved,  last  year 
shows  that  a  great  many  of  those  cases  went  on  to  a 
complete  recovery. 

Dr.  Elliott:  My  experience  has  been  very  similar  to 
that  of  the  gentlemen  who  have  spoken.  I  think  there 
can  be  no  dispute  over  this  question  of  the  influence  of 
environment,  and  Dr.  Kirby  has  presented  the  subject  in 
a  very  interesting  way.  I  have  known  a  number  of 
patients  within  the  last  few  years  who  have  recovered 
sufficiently  to  enable  them  to  go  home  and  maintain  them- 
selves after  a  long  residence  in  the  hospital;  they  had 
resided  in  the  institution  for  periods  ranging  from  ten  to 
sixteen  years.  Two  of  them,  I  think,  were  turned  over 
to  Mr.  Manro  as  a  member  of  the  after-care  committee, 
and  he  can  give  us  some  very  interesting  information  re- 
garding them.  Three  were  transfers  from  New  York  City 
and  had  been  employed  for  a  long  time  at  some  industrial 
occupation  at  Willard.  They  were  all  at  one  time  be- 
lieved to  be  incurable,  and  I  have  no  doubt  that  the  train- 
ing and  environment  of  the  hospital  had  much  to  do  with 
their  ultimate  recovery.  With  regard  to  the  efBcacy  of 
changing  certain  patients  from  one  ward  to  another  in  the 
hospital,  the  importance  of  this  was  impressed  upon  me 
when  I  entered  the  service  at  Rochester.  I  remember 
going  to  Dr.  Howard  one  day  in  regard  to  a  patient  who 
was  doing  very  badly,  and  he  suggested  that  he  be  trans- 
ferred to  another  ward.    He  explained  to  me  at  that  time 
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that  a  change  from  one  ward  to  another  was  sometimes 
attended  with  improvement  in  the  patient's  conduct.  With 
regard  to  the  benefit  which  comes  from  going  home — 
living  at  home — I  have  contended  for  some  time  that  there 
are  many  patients  who  would  do  better  at  home  than  in 
the  hospitals,  and  in  the  discussion  of  Dr.  Russell's  paper 
last  year  on  the  "  Boarding  out  of  the  Insane".  I  referred 
to  this.  I  have  known  many  patients  who  recovered  after 
they  went  home.  The  cottage  system  has  been  referred 
to,  especially  by  Dr.  Hurd.  We  have  at  Willard  three  small 
colonies  containing  some  twenty-five  patients  each,  and 
they  are  situated  on  the  outskirts  of  the  property,  more 
than  a  mile  from  the  main  group  and  quite  isolated  from 
any  other  buildings  occupied  by  patients.  Two  of  them 
are  situated  very  near  the  shore  of  the  lake,  with  excep- 
tionally pleasant  surroundings,  and  a  fine  view  extending 
over  many  miles.  We  do  not  send  our  recoverable  cases, 
however,  to  these  cottages,  but  I  have  noticed  almost  in- 
variably that  an  improvement  takes  place  in  those  who  go 
there,  although  they  are  chronic  patients.  They  certainly 
live  in  more  natural  surroundings,  with  a  freedom  which 
they  do  not  have  in  the  larger  buildings  where  the  classi- 
fication is  not  so  good.  The  doors  are  open  day  and  night; 
there  is  no  night  service;  and  during  the  four  years  that  I 
have  been  at  Willard  I  have  never  known  anything  of  an 
untoward  character  to  happen  to  any  of  the  patients,  and 
I  can  recall  only  one  escape.  This  idea  of  having  conva- 
lescent homes  situated  away  from  the  hospital  proper  is, 
of  course,  not  new.  In  1855  Dr.  John  C.  Bucknill  of  the 
Devonshire  County  Asylum,  England,,  engaged  an  old 
mansion  on  the  south  coast  near  Brighton  which  accommo- 
dated forty  patients,  and  it  was  used  for  convalescents  dur- 
ing the  summer  months.  The  point  that  Dr.  Mabon  re- 
ferred to,  in  regard  to  large  overcrowded  wards,  is  one  of 
the  greatest  difficulties  we  have  to  contend  with  in  our  work 
to-day;  the  overcrowding  is  really  a  very  serious  matter, 
and  we  shall  never  be  able  to  do  justice  to  our  patients  so 
long  as  the  present  conditions  continue.  On  our  disturbed 
wards  we  are  never  free  from  black  eyes  and  other  injuries 
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as  the  result  of  so  many  being  crowded  together,  and  with 
an  insufficient  number  of  nurses  it  is  impossible  to  pre- 
vent such  occurrences.  It  seems  to  me  that  the  trend  of 
this  entire  discussion  points  in  the  direction  of  the  desira- 
bility of  smaller  institutions. 

Dr.  Meyer:  We  shall  never  learn  to  appreciate  the 
importance  of  environment  until  we  begin  to  make  defi- 
nite studies  on  cases  in  which  a  change  of  environment  of 
a  definite  character  was  prescribed  for  a  definite  purpose, 
and  then  the  plan  comes  to  the  test  of  experience.  We 
have  heard  much  of  the  occasional  advantages  of  trans- 
fers made  for  other  reasons,  without  feeling  that  they  are 
altogether  convincing,  but  we  shall  be  in  a  different  posi- 
tion if  we  transfer  patients  for  definite  reasons  and  then 
consider  the  results. 

There  is  no  doubt  that  special  training  schools  are  a 
necessary  step  in  the  development  of  the  care  of  our  pa- 
tients. In  this  respect  the  summer  school  of  the  Chicago 
Institute  of  Civics  and  Philanthropy  has  done  a  great  deal, 
as  was  reported  by  Miss  Beau,  one  of  the  employees  of 
Dr.  Hutchings  at  St.  Lawrence  State  Hospital.  [See 
Bulletin,  December,  1908,  p.  295.] 

Dr.  Kirby's  paper  should  be  carefully  studied  by  the 
staffs,  and  some  of  the  physicians  especially  interested  in 
this  problem  should  be  encouraged  to  put  together  notes 
secured  at  the  staff  meetings  and  from  other  channels,  and 
also  material  of  information  from  the  after-care  commit- 
tees, so  that  we  might  gradually  get  the  material  which 
would  form  as  worthy  a  chapter  of  the  treatment  of  men- 
tal disorders  as  any  of  those  now  to  be  found  in  text-books. 

Dr.  Wagner:  I  should  like  to  say  just  a  word  in  con- 
nection with  this  topic.  I  have  been  much  interested  in 
Dr.  Kirby's  presentation  of  the  subject.  I  think  he  has 
opened  up  such  a  broad  field,  so  rich  in  material,  that  the 
most  embarrassing  part  of  it  is  to  know  what  to  select. 
In  my  experience  so  many  patients  have  been  benefited 
by  a  change  of  environment,  sometimes  by  transfer  from 
another  institution  to  our  hospital  at  Binghamton,  and 
sometimes  by  transfer  from  one  ward  to  another  in  our 
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hospital  that  it  seems  to  me  that  to  say  that  change  of  en- 
vironment is  beneficial  to  the  patient  is  almost  like  saying 
that  sunshine  favors  the  growing  of  the  grass. 

I  want  to  say  a  word  about  our  summer  camp.  Bing- 
hamton,  like  Buffalo,  received  its  inspiration  from  Roches- 
ter. About  the  first  of  July  I  visited  the  State  hospital  at 
Rochester  and  Dr.  Howard  was  kind  enough  to  take  me  to 
Lake  Farm,  and  I  saw  the  patients  so  comfortable  there 
and  the  favorable  results  were  so  apparent,  that  I  returned 
home  with  the  determination  to  do  something  along  the 
same  lines.  At  Binghamton  the  hospital  has  a  farm  of 
about  1,200  acres.  Along  a  mile  or  so  of  the  farm  front 
the  Susquehanna  river  flows  and  on  the  shore  we  have 
some  very  old  and  massive  elms,  and  butternut  and  pine 
trees.  I  selected  a  favorable  location  on  the  river  bank 
and  with  the  aid  and  consent  of  the  Lunacy  Commission 
built  a  shack  for  a  kitchen,  put  up  a  number  of  tents,  pro- 
vided boats,  swings,  hammocks,  a  graphophone  and  read- 
ing matter,  etc.  We  sent  twenty-five  patients  to  this 
camp  with  four  attendants  to  look  after  them.  For  three 
months  we  kept  this  camp  in  operation  and  would  have 
continued  it  longer  but  the  October  nights  began  to  be 
cold  and  the  mornings  very  foggy.  About  125  patients 
had  the  privilege  of  spending  two  weeks  each  at  the  camp, 
in  turn,  and  they  all  enjoyed  it  very  much.  We  expect 
during  the  coming  summer  to  make  the  camp  more  per- 
manent by  building  two  or  three  frame  structures.  We 
shall  have  a  permanent  structure  with  bath-room  and 
closets  for  the  convenience  of  patients  and  employees;  we 
shall  build  a  larger  kitchen  than  we  have  at  the  present 
time,  and  we  expect  to  erect  a  recreation  building  with  a 
large  stone  fireplace  where  patients  and  attendants  may 
find  comfortable  housing  on  rainy  or  cold  days.  I  am 
fully  convinced  that  our  Camp  will  be  productive  of  very 
beneficial  results.  I  am  not  prepared  to  give  names  and 
other  details  at  the  present  moment  but  I  have  in  mind  a 
considerable  number  of  acute  cases  that  have  gone  home 
recovered. 

Mr.  Manro:    I  have  found  that  environment  has  much 
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to  do  with  the  success  of  after-care  patients.  If  they  are 
placed  in  homes  where  people  take  an  interest  in  them  and 
where  the  surroundings  are  good,  the  patients  seem  to  get 
along  without  trouble.  The  same  patients,  if  left  to  find 
their  own  homes,  would  soon  get  into  difficulty  and  have 
to  be  returned  to  the  hospital. 

I  will  cite  two  cases  where  the  effects  have  been  good; 
one,  that  of  a  woman  for  whom  I  procured  an  excellent 
home  where  she  is  doing  house  work.  She  had  been  at 
the  hospital  nine  years.  She  was  discharged  nearly  two 
years  ago,  and  the  woman  who  employs  her  informs  me 
that  she  is  getting  along  finely.  Another  is  that  of  a  man 
who  had  been  at  Willard  eleven  years  and  was  a  very  bad 
case.  While  Dr.  Macy  was  superintendent  and  just  a  few 
days  before  patient  was  discharged  his  case  was  brought 
up  before  the  staff  meeting  and  the  opinion  was  that  pa- 
tient would  be  returned  to  the  hospital  in  less  than  a 
month.  I  recommended  his  discharge  that  he  might  take 
Thanksgiving  dinner  with  his  family.  That  was  six  years 
ago  and  the  man  looks  well  and  has  had  no  trouble  since 
he  has  been  out  of  the  hospital.  I  think  if  proper  homes 
could  be  obtained  for  patients  good  results  would  follow. 

Dr.  Meyer:  Another  advance  in  this  direction  will  be 
made  when  we  can  show  to  the  public  that  it  may  be  worth 
a  patient's  while  to  come  to  a  hospital  for  a  few  days,  or 
one  or  two  weeks,  at  a  time  of  a  crisis.  You  must  become 
able  to  get  into  the  institutions  cases  that  are  on  the  verge 
of  mental  disorder,  and  when  we  have  gained  the  confi- 
dence of  people  to  that  extent  we  have  struck  the  key- 
note of  the  cure  and  prevention  of  mental  disorders. 

Mr.  Chairman:  A  discussion  of  this  kind  should  bring 
out  and  has  brought  out  the  special  features  in  the  environ- 
ment of  the  insane  which  have  been  found  to  be  specially 
helpful,  and  those  features  which  seem  to  be  worthy  of 
further  development  and  extension.  Two  questions  seem 
pertinent: 

First.    Are  we  using  what  we  have  to  best  advantage? 
Second.    Can  better  than  what  we  have  be  provided? 
In  regard  to  the  first,  it  is  doubtful  if  we  are  using  to 
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best  advantage  what  we  have.  In  support  of  this  state- 
ment I  shall  only  refer  to  the  industries  and  the  home- 
like cottages  now  provided  at  so  many  of  the  institutions. 
Inquiry  at  the  industrial  shops  at  the  hospitals  shows  that 
there  are  comparatively  few  changes  among  the  patients 
who  work  in  them  from  year  to  year.  The  advantages  of 
industrial  training  are  thus  confined  to  a  relatively  small 
number.  The  same  is  true  in  regard  to  the  cottages, 
which  are  utilized  for  the  benefit  of  comparatively  few. 
It  is  encouraging  to  learn  from  Dr.  Hurd  and  from  the 
methods  employed  at  Rochester,  that  there  is  a  new  de- 
velopment in  which  the  cottages  are  being  used  to  better 
advantage. 

This  discussion  should  enable  us  to  pick  out  any  particu- 
lar features  which  are  worthy  of  being  cherished  and 
developed.  I  think  all  of  us  will  agree  with  Dr.  Pilgrim 
that  the  improved  conduct  of  the  insane  is  due  to  better 
treatment  rather  than  to  any  changes  in  the  character  of 
the  patients  themselves.  Among  those  things  which  have 
contributed  most  to  this  better  treatment,  none  is  more  im- 
portant than  the  training  school  for  nurses.  We  ought 
then  to  guard  zealously  the  interests  of  these  schools  and 
see  that  no  backward  steps  are  taken.  After-care  can,  no 
doubt,  be  further  developed.  I  am  personally  familiar 
with  some  of  the  cases  referred  to  by  Mr.  Manro.  The 
splendid  results  with  these  cases  illustrate  what  a  useful 
work  for  the  insane  may  be  done  by  private  individuals. 

I  am  glad  that  Dr.  Elliott  referred  to  overcrowding. 
Every  effort  is  made  to  provide  a  suitable  environment  for 
the  insane  in  the  institutions.  If,  when  this  is  accom- 
plished, far  more  patients  than  can  be  properly  accommo- 
dated are  received,  the  suitability  of  the  environment  is 
destroyed  and  the  good  effects  nullified.  This  is  the  case 
throughout  the  State  to-day  and  we  can  hardly  look  for 
any  better  results  for  the  insane  as  long  as  it  exists. 
Wholesale  transfers  from  one  hospital  to  another  do  not 
meet  the  requirements  of  the  situation.  A  few  patients 
may  be  benefited  by  the  change,  but  just  as  many  more 
may  be  injured.    The  effect  on  the  individual  is,  in  most 
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instances,  a  matter  of  chance  which  receives  little  or  no 
attention  beforehand.  Another  thing  in  regard  to  trans- 
fers I  feel  that  I  should  refer  to,  as  I  see  the  patients 
where  they  were  originally  and  after  the  transfer.  The 
rule  is  to  believe  that  these  patients  are  troublesome 
cases  when  received,  and  act  much  better  after  they  have 
been  for  a  while  in  the  new  environment.  This  is  un- 
doubtedly true,  but  it  is  a  mistake  to  suppose  that  the 
conduct  of  the  patient  when  first  received  is  necessarily 
what  was  habitual  with  them  at  the  institution  from  which 
they  came.  The  effect  of  the  change  and  the  confusion  in 
the  administration  until  the  characteristics  of  the  patients 
have  been  learned  and  the  care  and  treatment  adapted 
to  their  needs,  are  sufficient  to  account  for  what  seems  to 
be  unusually  disorderly  conduct  and  the  subsequent 
improvement. 

Dr.  Kirby's  paper  is  certainly  one  of  the  most  valuable 
that  has  been  read  at  these  conferences  and,  with  the  dis- 
cussion, should  be  read  carefully  by  every  member  of  the 
hospital  staffs. 

Dr.  Wagner:  I  should  like  to  ask  a  question.  I  think 
we  are  all  agreed  as  to  the  extremely  beneficial  effects  of 
the  modern  environment  on  the  insane  in  our  hospitals 
and  the  vastly  better  conditions  that  now  exist  over  those 
which  prevailed  a  quarter  of  a  century  ago,  but  a  question 
that  has  puzzled  me  for  many  years  is  this :  How  are  we 
to  account  for  the  fact  that  twenty-five  years  ago  patients 
were  brought  in  furiously  excited,  bound  hand  and  foot,  it 
sometimes  taking  three  or  four  persons  to  control  them? 
Now  we  send  a  single  attendant,  sometimes  a  woman,  to 
bring  a  patient  and  we  never  see  anybody  brought  tied  in 
any  way.  We  can  explain  the  conduct  of  the  patients  in 
our  institutions  to  a  certain  extent  on  the  theory  that  the 
kind  of  care  they  receive  appeals  to  them,  but  how  does 
our  improved  method  affect  the  man  back  in  the  country 
who  has  never  seen  or  heard  of  a  hospital?  Have  the 
types  of  insanity  undergone  a  change  so  that  the  typical 
mad  man  of  the  old  regime  no  longer  exists? 

Mr.    Chairman:    It   seems  to   me  Dr.    Wagner  has 

Mar— 1909— c 


542 


answered  his  own  question.  We  send  trained  nurses  for 
the  patients. 

Dr.  Pilgrim.    They  are  committed  earlier. 

Dr.  Mabon:    People  used  to  be  afraid  of  them. 

Miss  Avery  :  I  wish  to  say  a  word  in  regard  to  a  case 
in  which  I  was  interested  at  the  Hudson  River  State 
Hospital:  the  case  of  a  man  whom  I  found  very  mel- 
ancholy. He  was  in  a  room  by  himself  apparently.  I 
asked  the  attendant  if  I  might  see  him  and  he  said  I  could 
and  I  talked  with  him  regarding  his  condition.  I  never 
did  anything  for  him  in  the  two  years,  except  to  promise 
him  that  I  would  never  visit  the  ward  without  seeing  him. 
I  said  to  him,  "How  did  you  get  into  this  place?"  He 
said,  "I  can't  get  out."  Upon  inquiry  I  learned  that 
every  time  an  opportunity  presented  itself  he  would  run 
away.  The  case  interested  me.  He  gradually  improved 
and  finally  was  discharged.  I  saw  him  a  short  time 
before  he  was  discharged  and  he  was  very  glad  he  was 
going  home.  He  went  home  and  has  not  returned.  He 
found  that  some  one  had  a  personal  interest  in  him,  be- 
came less  despairing  and  tried  to  ward  off  the  recurring 
attacks  of  melancholia.  I  cite  this  case  as  simply  showing 
what  a  little  unexpected  interest  and  encouragement 
apparently  accomplished  for  one  patient  at  this  hospital. 

Mr.  Chairman:  With  regard  to  the  question  of  getting 
patients  out  of  the  hospitals,  it  seems  to  me  that  some 
consideration  should  be  given  to  the  boarding-out  system. 
I  do  not  want  at  this  time,  to  advocate  this  as  a  system 
of  caring  for  the  chronic  insane.  Would  it  not,  however, 
serve  a  useful  purpose  to  provide  a  way  to  get  patients  out 
of  the  hospitals  temporarily,  with  a  view  to  their  eventual 
discharge? 

Another  subject  that  I  would  like  to  refer  to,  is  the 
transfer  of  individual  patients  from  one  hospital  to 
another.  It  is  customary  to  transfer  a  patient  off  a  ward 
when  the  environment  and  the  patient  fail  to  harmonize. 
Now  I  sometimes  meet  with  patients  who  for  one  reason 
or  another,  are  entirely  out  of  harmony  with  the  environ- 
ment of  the  whole  institution.    They  are  against  the 
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administration  all  through  and  as  nurses  and  doctors  are 
only  human,  it  sometimes  happens  that  the  patient  has  re- 
acted on  them  sufficiently  to  cause  them  to  be  out  of  har- 
mony with  him.  Transfer  to  another  institution  seems  to 
be  indicated.  Such  a  patient,  however,  is  bound  to  have 
made  a  bad  record,  and  naturally  no  one  wishes  to  have  him. 
It  seems  to  me  that  in  the  interest  of  the  patient,  some  pro- 
vision should  be  made  for  such  transfers,  which  in  some 
instances  that  have  come  under  my  observation,  have 
proved  reasonably  successful. 

Dr.  Pilgrim:  Dr.  Russell  recalls  to  my  mind  two  cases 
who  are  now  maintaining-  themselves  outside  of  the  insti- 
tution with  a  little  help  from  the  hospital.  We  have  one 
woman  who  was  taken  out  on  parole  over  a  year  ago  and 
she  has  succeeded  in  maintaining  herself  since  that  time 
by  getting  subscriptions  for  periodicals.  During  the  last 
three  months  she  has  taken  another  patient  with  her. 
They  live  together  and  are  apparently  happy  and  con- 
tented. We  are  now  giving  them  the  sum  of  $2.00  per 
week  and  will  continue  to  do  this  until  the  $25.00  which 
is  sometimes  allowed  by  the  State  is  used  up. 

Dr.  Elliott:  I  quite  agree  with  what  Dr.  Kirby  said 
about  the  transfer  of  patients  afflicted  with  paranoia;  I  do 
not  mean  a  paranoid  condition,  but  true  paranoia.  Such 
patients  are  not  likely  to  be  benefited  by  transfer  from  one 
hospital  to  another,  although  we  all  like  to  get  rid  of 
them. 

Dr.  Robinson:  I  am  of  the  opinion  after  listening  to 
this  discussion  that  the  treatment  of  the  various  forms  of 
insanity  with  tonics,  etc.,  could  be  summed  up  in  the 
word  environment.  Up  in  the  town  where  I  have  lived — 
an  isolated  country  town — the  people  have  a  horror  of 
hospitals  for  the  insane.  So  they  readily  fall  into  any 
scheme  that  will  keep  their  friends  out  of  the  institution 
and  at  the  same  time  have  a  tendency  to  improve  the 
patient's  condition.  So  the  doctor,  when  called,  suggests 
if  they  have  relatives  who  will  accept  them,  that  they  go 
a  visiting  for  five  or  six  weeks.  They  usually  return  home 
cured — probably  the  result  of  a  change  of  environment. 
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I  think  that  this  treatment  materially  lessens  our  num- 
ber of  commitments  to  the  hospital  and  also  prevents  the 
stigma  of  ever  having  been  an  inmate  of  a  hospital  for  the 
insane. 

Mr.  Chairman:  If  there  are  no  further  remarks  I  will 
ask  Dr.  Kirby  to  close  the  discussion  of  his  paper. 

Dr.  Kirby:  I  wish  to  thank  all  those  who  have  spoken 
as  I  have  derived  a  great  deal  of  information  from  the 
discussion. 

Mr.  Chairman:  Are  there  any  reports  to  be  made  by 
committees?  Is  there  any  new  business  to  come  before 
the  conference?    Has  anyone  anything  to  bring  up? 

Dr.  Hurd:  When  the  new  law  went  into  effect  allow- 
ing six  months  parole  it  was  stated  that  this  should  be 
granted  under  the  regulations  of  the  Commission  in 
Lunacy.  In  writing  for  such  regulations  the  suggestion 
was  made  that  the  monthly  parole  be  continued  until  per- 
manent regulations  should  be  established.  I  should  like 
information  upon  this  point. 

As  to  the  topic  for  the  next  meeting  the  committee  will 
have  to  send  out  the  notice  after  further  consideration. 

Dr.  Mabon:    We  parole  patients  now  for  six  months. 

Dr.  Elliott  :    Several  have  been  paroled  at  Willard. 

Mr.  McGarr:  The  matter  has  been  under  advisement 
for  some  time  but  up  to  the  present  no  special  regulations 
have  been  adopted  by  the  Commission  with  reference  to 
the  six  months  parole. 

Mr.  Chairman  :  If  there  is  nothing  further  a  motion  to 
adjourn  will  be  in  order.  The  next  meeting,  I  presume, 
will  be  in  January. 

Dr.  Pilgrim:  If  it  is  in  order  I  would  suggest  that 
Hon.  Homer  Folks  be  asked  to  prepare  a  paper  for  the 
next  meeting. 

On  motion  of  Dr.  Elliott,  adjourned. 

Frank  P.  Hoffman, 

Secretary  of  the  Conference. 


REPORT  OF  THE  INTER-HOSPITAL  CONFER- 
ENCE OF  PHYSICIANS  HELD  AT  KINGS 
PARK  STATE  HOSPITAL,  KINGS  PARK,  N. 
Y.,  APRIL  2  AND  3,  1908. 

Dr.  Adolf  Meyer,  Director  of  the  Psychiatric  Institute 
of  the  State  Hospitals,  presided  at  both  sessions  of  the 
conference. 

Present — 

Dr.  Adolf  Meyer,  Director,  also  Dr.  C.  I.  Lambert,  Dr.  S.  Mat- 
subara  and  Dr.  J.  W.  Moore  of  the  Psychiatric  Institute. 

Dr.  William  L.  Russell,  Medical  Inspector  of  the  State  Commis- 
sion in  Lunacy. 

Dr.  O.  M.  Dewing,  Dr.  A.  M.  Agnew  and  Dr.  M.  L.  Neff  of  Long 

Island  State  Hospital,  Flatbush,  N.  Y. 
Dr.  H.  W.  Wright,  Dr.  J.  S.  Richards,  Dr.  J.  L.  Washburn,  Dr. 

M.  J.  Karpas,  Dr.  S.  W.  Hamilton  and  Dr.  T.  D.  Macdonald 

of  Manhattan  State  Hospital. 
Dr.  H.  C.  Gibson,  Dr.  Frank  Hinkley,  Dr.  C.  B.  West  and  Dr. 

A.  E.  Ullman  of  Central  Islip  State  Hospital. 
Dr.  R.  C.  Woodman,  Dr.  H.  V.  Bingham  and  Dr.  R.  E.  Mitchell 

of  Middletown  State  Homeopathic  Hospital. 
Dr.  R.  D.  Miltimore  and  Dr.  C.  J.  Hyde  of  Hudson  River  State 

Hospital. 

Dr.  Wm,  Austin  Macy,  Dr.  George  O'Hanlon,  Dr.  E.  P.  Powers, 
Dr.  A.  J.  Rosanoff,  Dr.  W.  H.  Sanford,  Dr.  D.  L.  Ross,  Dr. 
J.  A.  Pbitchard,  Dr.  O.  P.  Kingsley,  Dr.  W.  H.  Hagenbuch, 
Dr.  Anna  Craig,  Dr.  Irene  A.  Bentley,  Dr.  A.  J.  Capron,  Dr. 
S.  E.  Vosburgh,  Dr.  J.  J.  Shea  and  Miss  G.  H.  Kent  of  Kings 
Park  State  Hospital. 

Dr.  Wm.  Elliott  Dold  of  River  Crest  Sanitarium,  L.  I.  City,  N.  Y. 

Dr.  Edward  L.  Hanes  of  Dr.  Combes'  Sanitarium,  Corona,  N.  Y. 
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PRESENTATION   OF  A  CASE  OF  DEMENTIA  PRiECOX 
WHOSE  THYROID  GLAND  HAD  BEEN  REMOVED. 

By  Dr.  George  O'Hanlon, 
Kings  Park  State  Hospital. 

This  case  of  dementia  praecox  is  presented  to  you,  not 
because  of  anything  out  of  the  ordinary  in  its  clinical  pic- 
ture, or  with  a  view  of  contributing  to  what  we  already 
know  of  this  disease,  but  as  a  case  of  practical  interest,  in 
that  she  has  recently  undergone  a  surgical  operation  on. 
the  thyroid  gland,  having  for  its  object  the  arrest,  if  not 
the  absolute  cure,  of  this  disease.  You  are  all  familiar 
with  the  recent  work  of  this  nature  that  has  been  done  in 
Baltimore,  by  Dr.  Berkley,  who,  so  far  as  I  can  learn,  has 
refrained  from  publishing  as  yet  the  results  of  his  work 
along  this  line,  feeling  that  the  cases  operated  upon  suc- 
cessfully were  so  few  in  number  and  the  recoveries  of 
such  short  duration  that  he  was  not  justified  in  assuming 
the  role  of  a  discoverer  of  a  panacea  for  adolescent  mental 
trouble.  Quite  in  contrast  in  conservatism,  and  whose 
published  cases  of  reported  cures  sound  suspiciously  like 
those  belonging  to  Dr.  Berkley,  appears  the  operator  in 
this  case,  Dr.  Owensby,  also  of  Baltimore,  whom  the 
papers  say  was  Physician-in-Chief  at  Bay  View  Asylum 
while  Dr.  Berkley  is  the  Senior  Visiting  Physician  at  the 
same  institution.  On  December  19,  1907,  there  appeared 
as  an  Associated  Press  item  in  many  newspapers  in  this 
country  and  abroad,  the  following  account: 

"Cures  Dementia  Pr.ecox — Surgeon  Discovers  Operation  to 
Relieve  Disease  of  Mind. 

Baltimore,  Md.,  Dec.  19. — A  cure  for  one  of  the  most  pitiable  forms 
of  insanity,  hitherto  considered  by  experts  as  80  per  cent  incurable, 
has  been  found,  it  is  hoped,  in  the  use  of  the  surgeon's  knife  by 
Dr.  Newditate  M.  Owensby,  Physician-in-Chief  at  Bayview  Insane 
Asylum.  This  form  of  insanity  is  known  to  the  profession  as 
dementia  praecox.  It  attacks  persons  generally  between  the  ages 
of  fifteen  and  thirty  years.  It  destroys  the  quality  of  resistance, 
thought  and  speech,  rendering  the  victim  little  more  than  an  idiot. 

The  disease  resembles  in  certain  symptoms  the  more  familiar  forms 
of  cretinism  and  myxoedema,  and  it  was  this  similarity  that  first  led 
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Dr.  Owensby  to  conceive  of  an  operation.  The  two  latter  diseases 
originate,  it  is  thought,  by  a  lack  of  secretion  in  the  thyroid  gland, 
located  near  the  windpipe.  A  fairly  effective  cure  was  found  in  the 
administration  of  extract  of  thyroid  glands  taken  from  sheep. 

Following  this  line  of  treatment  in  dementia  praecox,  Dr.  Owensby 
found  that  instead  of  reducing  the  symptoms  the  treatment  seemed 
to  accentuate  them.  He  concluded  that  instead  of  the  disease  aris- 
ing from  a  lack  of  secretion,  there  was  a  likelihood  of  over  secretion, 
due  to  diseased  blood  vessels  in  the  gland.  This  suggested  using 
the  knife  to  cut  away  the  diseased  portion,  giving  an  opportunity  for 
new  blood  vessels  to  form. 

Dr.  Owensby  last  July  performed  the  operation  on  the  worst  case 
in  the  asylum.  The  case  was  kept  under  close  observation  for  two 
months,  without  the  slightest  indication  of  a  return  of  the  symptoms. 
In  October  the  case  was  dismissed.  The  man  has  secured  employ- 
ment and  is  doing  intelligent  work. 

Of  four  other  cases  operated  upon,  three  showed  the  same  return 
of  intelligence." 

As  was  to  be  expected,  the  article  awakened  wide  inter- 
est among  those  who  had  insane  relatives  and  there  is 
probably  none  of  us  who  has  not  been  asked  about  this 
"  new  operation  for  insanity,"  I  having-  been  asked  at  least 
a  half  dozen  times  by  as  many  different  visitors  and  have 
had  one  request  that  the  operation  be  performed  hereupon 
a  patient  whose  friends  are  willing-  and  anxious  to  try  any 
measure  that  offers  any  hope  of  cure,  and  in  connection 
therewith  I  might  add,  this  patient  was  completely  cas- 
trated a  few  years  ago  while  his  people  had  him  on  parole, 
they  having  read  or  been  told  that  such  an  operation 
would  effect  a  permanent  cure  of  his  mental  trouble. 
We,  as  medical  men,  are  skeptical  of  all  newspaper  arti- 
cles regarding  medical  matters,  but  it  is  not  so  with  the 
friends  of  patients;  they  can  not  distinguish  between  the 
false  and  the  true,  and  naturally  follow  any  suggestion 
from  any  source;  and  it  was  this  tendency  suggested  by 
the  above  article  that  enables  us  to  present  to  you  to-day 
this  case  whose  history  is  briefly  as  follows: 

J.  McD.  Admitted  to  this  hospital  October  23,  1907; 
aged  25  years;  received  a  high  school  education  and 
recently  began  the  study  of  medicine.  She  was  born  in 
Scotland,  and  came  to  this  country  twenty-three  years 
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ago.  As  a  child  there  was  nothing  out  of  the  ordinary 
with  her,  except  she  always  had  a  quick  temper,  becoming 
angry  with  little  provocation,  somewhat  stubborn  and 
set  in  her  ways.  She  was  considered  a  bright  student 
and  passed  well  in  her  examinations.  The  first  symp- 
toms noticed  by  the  family  appeared  a  year  and  a  half 
ago,  when  she  became  more  stubborn  than  formerly;  she 
refused  to  eat  and  could  not  be  induced  to  go  to  her 
meals.  She  became  somewhat  negativistic,  doing  quite 
the  opposite  to  what  she  had  been  told  to  do.  On  one 
occasion  she  turned  on  all  of  the  gas  in  her  room  and 
nearly  died.  No  reason  for  this  could  be  obtained  from 
her,  her  only  explanation  being  that  it  was  accidental. 
After  a  time  she  became  very  jealous,  saying  her  sisters 
were  treated  better  than  she  and  complained  of  many 
things  along  this  line.  Her  parents  then  sent  her  to 
Scotland.  While  there  her  symptoms  became  more  pro- 
nounced; she  was  more  stubborn,  became  abusive  and 
threatening,  it  finally  being  necessary  to  call  in  the  police 
to  control  her.  She  insisted  that  her  father  was  extremely 
wealthy  when  such  was  not  the  case;  delusions  became 
so  active  finally  as  to  cause  her  to  run  away.  She  secured 
a  position  as  clerk  which  she  filled  for  two  months.  She 
then  returned  to  this  country,  and  decided  to  study  medi- 
cine. With  this  in  view  she  entered  a  medical  college  in 
Missouri.  She  had  to  pass  an  entrance  examination, 
which  she  is  reported  to  have  done  with  a  high  percentage. 
She  entered  upon  her  studies  with  energy,  according  to 
her  parents,  and  her  progress  was  "  apparently  good  " 
until  about  the  sixth  week  when  she  wrote  a  twelve  page 
letter  home  saying  she  could  not  study  on  account  of  the 
noise,  and  every  night  there  were  men  outside  of  her  door 
trying  to  get  in  her  room.  A  few  days  later  another 
letter  came  saying  she  was  tired  of  the  place  and  wanted 
money  so  she  could  travel.  She  grew  rapidly  worse, 
developing  hallucinations  of  sight  and  hearing  and 
delusions  of  persecution,  etc.  Her  landlady  telegraphed 
her  father  to  come  for  her.  On  the  return  trip  she  was 
very  negativistic  so  that  great  trouble  was  experienced  in 
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returning  her  to  New  York,  her  commitment  following 
immediately. 

On  admission  she  was  somewhat  confused;  showed 
some  retardation;  marked  indifference;  denied  hallucina- 
tions; stated  she  never  thought  of  committing  suicide, 
neither  did  she  use  vile  or  obscene  language.  She  was 
oriented  except  for  day  of  the  week  and  name  of  the 
place.  Calculation  was  good;  attention  good;  retention 
poor;  memory  fair;  insight  poor. 

Four  days  later  she  is  noted  as  being  still  indifferent, 
insisting  that  she  is  not  insane  and  that  her  actions  are 
normal,  although  her  demeanor  indicated  hallucinations 
of  sight  and  hearing;  she  denied  having  either.  There 
was  no  apparent  change  in  her  condition  during  the  next 
few  weeks  other  than  her  only  reply  to  questions  would 
be  "  I  don't  know."  On  one  occasion  her  mother  brought 
her  clothing  and  she  said  to  her  she  would  tear  it  up,  as 
she  had  been  told  she  was  a  pauper  patient,  and  if  such 
was  the  case  she  would  wear  State  clothes,  and  from  this 
time  on  she  did  destroy  her  clothing. 

On  February  22,  1908,  the  patient  was  paroled  in  the 
custody  of  her  mother  to  go  to  her  home  in  Brooklyn. 
On  February  27  she  was  returned  to  the  hospital,  having 
in  the  meantime  been  taken  by  her  mother  to  Dr.  Owensby 
in  Baltimore.  The  nurse  who  accompanied  her  told  me 
what  was  done  and  I  will  quote  briefly  her  report.  I 
wrote  Dr.  Owensby  asking  him  for  details  of  the  opera- 
tion, etc.,  but  so  far  am  without  a  reply.  The  nurse 
states  that  arriving  in  Baltimore  they  went  immediately 
to  the  doctor's  office,  where  after  an  examination  he  con- 
firmed the  diagnosis  of  dementia  praecox,  and  while  he 
considered  the  case  hopeless,  an  operation  might  arrest 
the  disease,  even  though  a  cure  was  not  effected.  He, 
accordingly,  placed  the  patient  under  an  anaesthetic  and 
made  an  incision  about  two  inches  long  extending  from  a 
little  to  the  left  of  the  median  line  horizontally  to  the 
right.  The  doctor  is  reported  to  have  said  that,  except 
for  a  little  fluid  or  serum,  the  thyroid  gland  was  in  perfect 
condition  and  he  would  be  able  to  say  in  twenty-four 
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hours  whether  or  not  the  operation  was  a  success,  as  the 
patient  would  then  answer  questions  intelligently  and  be 
perfectly  rational.  The  after  treatment  consisted  of  the 
application  of  a  plaster  splint  to  the  neck,  removed  the 
next  day;  stitches  removed  on  the  second  day  and  on  the 
third  day  the  return  journey  was  undertaken. 

On  recovering-  from  the  anaesthetic  she  asked  what  was 
the  matter  with  her  throat  and  asked  for  a  mirror  so  that 
she  could  see  herself.  She  immediately  began  to  talk 
irrationally  and  thereafter  did  not  answer  one  question 
intelligently.  The  second  day  following  the  operation 
she  had  to  be  spoon-fed  as  she  refused  food,  saying  she 
could  not  see. 

Since  her  return  she  has  continued  as  you  see  her  now, — 
at  times  assaulting,  occasionally  filthy,  twisting  her  face  in 
grimaces  of  all  kinds  ;  she  will  get  up  and  run  about  aim- 
lessly, and  apparently  the  only  good  accomplished  is  the 
satisfaction  the  family  have,  that  they  at  great  sacrifice  to 
themselves  parted  with  three  hundred  dollars  in  order  to 
give  their  relative  the  benefit  of  this  much  exploited 
newspaper  cure. 

Dr.  Meyer:  The  correspondence  in  the  last  Journal  of 
Insanity  in  which  Dr.  Brush  directly  asked  Dr.  Berkley 
for  the  justification  of  some  of  his  supposed  cures  is  a 
rather  interesting  little  episode  in  the  development  of 
curative  work  in  psychiatry.  That  this  should  some  day 
come  could  be  foreseen  because  of  the  attempts  at  cor- 
relation of  dementia  praecox  with  thyroid  disorders  which 
has  naturally  been  one  of  the  most  tempting  applications 
of  the  auto-intoxication  theory.  We  know  perfectly  well 
that  especially  in  the  catatonic  forms  of  dementia  praecox 
surprises  will  occur  with  regard  to  a  complete  clearing  up, 
and  it  is  on  these  cases  that  success  naturally  has  been 
built.  That  Kraepelin  should  have  put  myxcedema  and 
dementia  praecox  and  general  paresis  together  under  one 
heading  as  disturbances  of  metabolism,  I  have  considered 
to  be  unfortunate.  Those  who  have  grown  up  in  a 
goitre  country  know  very  well  how  the  Graves'  disease 
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disturbance,  and  the  myxoedema  disorder  occasionally 
occur,  but  we  are  so  much  oftener  concerned  with  mere 
thyroid  enlargement  without  constitutional  defects  that 
we  should  beware  of  hasty  inferences.  In  this  case  there 
seems  to  be  wholly  a  question  of  fleecing-  the  family. 

Dr.  Washburn  :  I  reported  a  case  two  years  and  a  half 
ago  in  which  the  third  lobe  was  hypertrophied  to  nearly 
the  size  of  the  first  and  this  was  associated  with  active 
auditory  hallucinations  with  cardiac  palpitation.  It  came 
on  about  three  years  previously,  immediately  after  the 
birth  of  her  last  and  ninth  child.  The  patient  had  con- 
siderable insight  into  her  entire  condition,  recognized  the 
voices  were  not  true  but  she  gradually  deteriorated.  On 
the  basis  of  this  the  right  lobe  was  removed.  Dr.  Rusk 
in  his  examination  has  stated  its  nature  was  suspicious  of 
carcinoma.  The  patient  recovered  from  the  operation, 
but  the  deterioration  has  been  progressive  until  now  she 
does  nothing  save  sit  around  the  ward  and  react  to 
auditory  hallucinations.  The  palpitations  continued  as 
before.  It  is  obvious  that  other  factors  may  have  played 
a  more  important  role. 

Dr.  Meyer:  The  surgical  treatment  of  Graves'  disease 
certainly  has  a  justification.  I  probably  should  not  hesi- 
tate at  all  in  a  case  in  which  several  months'  treatment 
along  other  lines  would  not  avail,  to  recommend  a  surgi- 
cal reduction  of  the  thyroid  gland,  an  operation  which 
requires  a  great  deal  of  experience. 

Dr.  Haines:  In  Rochester  hypertrophies  of  the  thy- 
roid are  frequent,  but  in  a  study  with  Dr.  Fulton,  we 
seemed  to  find  it  as  often  in  other  types  as  in  dementia 
praecox. 

Dr.  Meyer:  Some  time  ago  Dr.  Betts  undertook  a 
study  of  the  character  of  the  psychosis  in  which  a  thyroid 
complex  might  be  thought  of.  He  did  think  that  in  a 
certain  number  of  these  cases  a  fairly  typical  symptom- 
complex  could  be  demonstrated.  It  might  be  worth  our 
while  to  look  out  for  material  of  the  kind  so  that  the  mat- 
ter might  some  day  be  brought  up  at  one  of  our  meetings. 
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PRELIMINARY    REPORT    OF    AN     APPLICATION  OF 
SOMMER'S  ASSOCIATION  TEST. 

By  Miss  G.  H.  Kent, 

Kings  Park  State  Hospital. 

This  experiment  was  undertaken  under  the  direction  of 
Dr.  Rosanoff  as  an  attempt  to  analyze  more  thoroughly 
the  mental  activity  involved  in  the  process  of  association, 
in  order  to  determine  the  relation,  if  any  exists,  between 
certain  morbid  associational  tendencies  and  certain  forms 
of  mental  disease.  The  study  is  as  yet  scarcely  more 
than  begun,  and  we  are  not  prepared  at  present  to  offer  a 
full  explanation  of  the  results  now  on  hand.  The  purpose 
of  this  report  is  merely  to  call  attention  to  some  of  the 
indications  which  make  it  seem  worth  while  to  continue 
the  experiment. 

Sommer's  method  was  followed  closely  in  this  study. 
The  stimulus  consisted  of  a  series  of  spoken  words,  and 
the  patient  was  requested  to  name  the  first  word  that 
occurred  to  him  after  hearing  each  word  of  the  series.  A 
record  was  made  of  his  response  and  of  the  time  which 
he  occupied  in  reacting.  The  words  used  by  Sommer 
were  translated  as  literally  as  possible.  There  are  three 
groups  of  words  in  the  series,  amounting  in  all  to  one- 
hundred-forty-two.  The  first  group  consists  of  adjectives 
denoting  sensory  qualities,  the  second  contains  names  of 
familiar  objects,  and  the  third  is  composed  chiefly  of 
abstract  nouns.  A  few  sample  words  from  the  first  group 
are  blue,  deep,  slow,  hard,  cold,  loud,  fragrant,  sour,  hun- 
gry, beautiful;  from  the  second  group,  head,  table,  house, 
river,  blossom,  eagle,  man,  farmer;  and  from  the  third 
group,  sickness,  prosperity,  anger,  activity,  purpose,  con- 
sciousness, justice. 

The  instructions  given  to  the  patient  were  as  follows: 
"  I  am  going  to  read  a  list  of  words  to  you,  and  each  time 
when  I  name  a  word  I  want  you  to  tell  me  the  first  word 
that  it  makes  you  think  of.  I  am  going  to  record  the 
time  it  takes  you  to  respond,  and  should  like  to  have  you 
respond  as  promptly  as  you  can.    Do  not  repeat  the  word 
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I  give  you,  and  do  not  tell  me  the  meaning  of  it,  but 
name  the  first  word  that  you  think  of  after  hearing  it,  and 
only  that  one  word."  A  few  words  not  contained  in  the 
series  were  given  first  for  practice,  so  that  any  additional 
instructions  that  seemed  to  be  required  could  be  given 
before  the  test  was  begun.  It  was  sometimes  necessary 
in  the  course  of  the  test  to  remind  the  patient  that  he 
should  respond  in  one  word,  but  all  interruptions  of  this 
sort  were  avoided  as  far  as  possible.  The  time  occupied 
by  the  test  varied  from  half  an  hour  to  two  hours,  accord- 
ing to  the  promptness  of  the  patient's  reactions. 

After  an  interval  of  from  three  to  six  days  the  test  was 
repeated,  under  the  same  external  conditions  as  before. 
The  patient  was  told  that  the  words  given  to  him  would 
be  the  same  as  before,  but  that  it  made  no  difference 
whether  he  gave  the  same  responses  or  not. 

The  tests  were  made  in  a  small  bed-room  in  a  ward. 
The  patient  was  seated  with  his  back  toward  the  experi- 
menter, facing  a  plain  wall.  The  room  was  not  darkened, 
and  no  further  attempt  was  made  to  exclude  distracting 
stimuli  from  the  patient.  No  special  apparatus  was  re- 
quired except  a  stop-watch  for  recording  the  reaction  time. 

Thirty-six  records  have  been  taken  by  this  method,  nine 
of  which  are  somewhat  defective,  because  the  patients 
were  unable  fully  to  comply  with  the  conditions  of  the 
experiment.  Of  the  twenty-seven  satisfactory  records 
eighteen  are  of  special  interest,  thirteen  of  which  were 
obtained  from  cases  of  dementia  praecox,  and  five  from 
cases  of  manic-depressive  insanity. 

Differences  in  education  are  brought  out  by  this  test, 
and  it  is  necessary  to  make  some  allowance  for  them,  in 
order  to  keep  them  from  vitiating  the  results.  Whenever 
it  is  clear  that  a  patient  did  not  know  the  meaning  of  a 
given  stimulus,  the  reaction  is  excluded. 

The  reaction  time  varies  very  widely  among  different 
cases,  and  some  single  records  show  an  extreme  variability 
in  the  time  of  reaction  to  different  words.  We  are  as  yet 
unable  to  account  for  this,  except  in  the  cases  of  some 
individual  reactions. 
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The  most  striking  feature  which  these  records  present 
is  the  great  variety  of  the  reactions.  A  complete  classifi- 
cation of  the  different  reactions  is  a  far  more  delicate 
matter  than  appears  on  the  surface,  but  there  are  certain 
types  of  association  which  are  readily  differentiated.  In 
order  to  make  our  scheme  as  simple  as  possible,  we  have 
included  in  the  class  of  "internal  associations"  all  those 
which  are  related  by  meaning  to  the  stimuli,  although  the 
reactions  within  this  group  differ  widely  in  respect  to  the 
complexity  of  the  mental  processes  which  they  involve. 
The  reactions  Person — individual;  House — civilization. 
Grandchild — hope,  are  more  complex  than  the  reactions 
Person — me;  Memory — good;  Table — there,  but  all  of 
these  are  placed  in  the  same  class.  We  call  all  reactions 
which  have  no  apparent  relation  to  the  stimuli  "incoher- 
ent reactions,"  such  as  Joy — building;  Butterfly — table; 
Luck — turnips.  Between  these  two  groups  of  reactions, 
with  reference  to  the  degree  of  complexity  which  they 
represent,  are  the  "habit  association,"  such  as  Foot — 
path;  Fortune — smiles  on  the  courageous,  and  the 
"sound  association,"  such  as  Love — dove;  Painful — 
paint.  Another  form  of  reaction  is  the  definition  of  the 
stimulus.  This  reaction  is  especially  troublesome  in  the 
analysis  of  the  results,  and  consequently  some  effort  is 
made  to  keep  the  records  free  from  it.  But  in  some  cases 
the  tendency  to  define  the  stimulus  is  very  persistent,  in 
spite  of  the  frequently  repeated  instructions  to  respond  in 
one  word.  The  most  simple  of  all  reactions  is  the  repe- 
tition of  the  stimulus,  and  closely  allied  to  this  is  the 
reaction  which  introduces  a  slight  change  in  the  form  of 
the  stimulus,  without  affecting  its  meaning,  as  Under- 
standing— understood. 

This  scheme  includes  the  most  of  the  reactions,  but 
nearly  every  record  contains  some  reactions  which  are 
difficult  to  place  in  any  scheme.  The  reactions  Swift — 
whip;  Person — anywhere;  Thirsty — wanting;  Health — 
cold;  Knowledge — plants,  may  have  been  either  internal 
or  incoherent,  and  any  attempt  to  classify  them  is  neces- 
sarily arbitrary.    The  reaction  Firm — full,  may  have  been 
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either  a  sound  association  or  an  incoherent  reaction.  The 
reaction  Regulation — ignorance,  was  readily  classed  as  in- 
coherent, but  when  the  patient  was  asked  if  there  were 
any  relation  between  the  words  he  replied  "  I  was  think- 
ing of  the  trouble  that  a  man  might  get  into  if  he  were 
in  a  strange  place,  and  knew  nothing  about  the  regula- 
tions of  the  town."  This  appeared  on  the  surface  to  be  a 
strained  explanation,  but  the  history  of  the  patient 
showed  that  he  once  went  to  a  strange  town  and  began  to 
preach  on  the  street,  without  suspecting  that  he  was 
violating  the  regulations  of  the  city,  that  he  was  arrested 
for  disorderly  conduct,  and  ultimately  sent  to  the  hospital. 
The  relation  between  the  words  regulation  and  ignorance 
was  a  matter  of  considerable  importance  to  this  patient, 
although  the  combination  was  entirely  meaningless  to  the 
observer.  Since  we  can  not  trace  the  connection  in  the 
case  of  each  apparently  incoherent  reaction,  any  method 
of  classification  that  fails  to  take  account  of  this  uncer- 
tainty is  arbitrary  and  inadequate.  There  is  something 
to  be  said  about  the  general  character  of  the  reactions 
of  each  patient,  but  we  can  not  make  definite  statements 
as  to  the  number  of  reactions  of  a  given  type. 

There  is,  however,  another  variable  which  yields  more 
readily  to  mathematical  treatment,  namely,  the  number 
of  different  reactions  which  are  given  in  a  test.  None  of 
the  patients  tested  used  one-hundred-forty-two  different 
words  in  response  to  that  number  of  stimuli,  and  proba- 
bly not  many  normal  persons  would  do  so.  According  to 
Fuhrmann  the  number  of  different  words  in  each  of  the 
single  tests  is  normally  from  95  to  100  per  cent,  of  the 
number  of  reactions,  and  the  normal  number  of  words  in 
the  two  tests  is  from  80  to  90  per  cent,  of  the  number  of 
reactions  in  both  tests.  It  is  natural  that  some  of  the 
words  used  in  the  first  test  should  be  used  again  in  the 
second,  and  consequently  the  percentage  of  words  in  the 
two  tests  would  generally  be  lower  than  in  a  single  test. 
We  have  not  verified  Fuhrmann's  figures,  but  we  accept 
his  conclusion  that  the  large  vocabulary  is  to  be  regarded 
as  the  criterion  of  normality,  rather  than  the  small  num- 
ber of  words,  used  repeatedly. 
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These  records  present  striking  variations  in  respect  to 
the  number  of  different  reactions,  and  the  deviations  from 
normal  are  especially  noticeable  in  the  cases  of  dementia 
praecox,  as  compared  with  the  cases  of  manic-depressive 
insanity. 

The  characteristic  feature  of  the  records  obtained  from 
cases  of  dementia  praecox  is  the  evidence  of  a  tendency  to 
make  the  test  as  easy  as  possible.  Each  of  the  thirteen 
patients  obeyed  the  instructions,  but  all  except  one  did  it 
with  the  least  possible  trouble.  It  is  clear  from  the 
records  that  there  is  a  great  variety  of  methods  by  means 
of  which  one  may  fulfill  all  the  requirements  of  the  test 
and  yet  avoid  any  serious  effort,  and  these  patients  showed 
considerable  ingenuity  in  finding  easy  methods.  The 
method  of  making  one  word  serve  for  more  than  one 
reaction  was  adopted  by  most  of  them,  usually  in  com- 
bination with  some  other  method. 

The  records  obtained  from  cases  of  manic-depressive 
insanity  do  not  show  any  such  tendency  to  avoid  mental 
effort,  and  these  patients  used  a  greater  variety  of  words 
than  the  other  patients  used.  In  the  cases  of  dementia 
praecox  the  average  number  of  words  used  in  the  single 
tests  was  80.8  per  cent,  of  the  number  of  reactions,  and 
in  the  two  tests  66.6  per  cent,  of  the  number  of  reactions. 
In  the  cases  of  manic-depressive  insanity  the  average 
number  of  words  was  88.2  per  cent,  of  the  number  of 
reactions  in  the  single  tests,  and  76.6  per  cent,  in  the  two 
tests. 

For  the  sake  of  clearness  these  figures  are  shown  in  the 
accompanying  curves.  The  black  line  represents  thirteen 
cases  of  dementia  praecox,  arranged  in  serial  order  ac- 
cording to  the  number  of  different  words,  and  the  height 
of  each  point  shows  the  percentage  of  words  used  by  a 
given  patient.  The  red  line  shows  the  same  for  the  five 
cases  of  manic-depressive  insanity.  In  Figure  I  each 
point  represents  the  average  of  the  two  tests  taken  upon 
the  same  patient,  and  in  Figure  II  the  unit  of  the  curve  is 
the  percentage  of  words  used  in  the  two  tests.  The 
average  percentage  of  the  entire  number  of  patients  of 
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each  group  is  shown  at  the  left  of  each  figure.  It  can  be 
seen  at  a  glance  that  the  cases  of  manic-depressive  insan- 
ity approached  the  normal  more  nearly  than  did  the  cases 
of  dementia  prsecox,  although  the  highest  percentage  was 
given  by  a  patient  suffering  from  dementia  praecox.  It  is 
worthy  of  note  also  that  the  difference  was  greater  in  the 
two  tests  taken  together  than  in  the  single  tests.  This  is 
because  the  tendency  to  reproduce  in  the  second  test  the 
reactions  used  in  the  first  was  stronger  in  the  cases  of 
dementia  prsecox  than  in  the  cases  of  manic-depressive 
insanity.  The  former  group  of  patients  gave  an  average 
of  34  repeated  reactions,  and  the  latter  group  an  average 

of  2  1. 

The  most  clearly  defined  differences  brought  out  by 
these  tests  are  the  general  tendencies  which  are  shown  in 
the  curves,  but  there  are  special  points  of  interest  that 
call  for  an  analysis  of  the  individual  records.  The  cases 
of  dementia  prsecox  will  be  considered  first,  and  in  the 
order  of  their  positions  in  the  curves  of  single  tests. 

Case  I.  W.  This  patient  gave  a  record  that  is  excep- 
tional in  almost  every  respect.  Instead  of  attempting  to 
comply  with  the  conditions  as  easily  as  possible,  he  appar- 
ently went  out  of  his  way  to  avoid  giving  rational  associa- 
tions. The  percentage  of  different  words  was  99.3  per 
cent,  in  the  first  test,  97.2  per  cent,  in  the  second  test,  and 
93.3  per  cent,  in  both.  More  than  one-third  of  all  the  re- 
actions were  incoherent.  He  appeared  to  take  pleasure  in 
giving  absurd  responses,  such  as  the  following:  Soldier — 
window-shade;  Physician — tinware;  Crime — cauliflower; 
Impulse  —  heather;  Will-power  —  clot;  Command  —  pig- 
eon; Wish  —  reservoir.  Occasionally  he  gave  a  reaction 
that  was  obviously  suggested  by  the  preceding  reaction, 
as  the  following:  Man  —  printing  press;  Woman  —  elec- 
trotype. When  asked  where  he  found  his  words  he  re- 
plied that  they  were  the  first  words  that  came  to  him. 
He  acknowledged  that  they  were  not  related  to  the  stim- 
uli, but  denied  that  he  had  them  in  mind  before  hearing 
the  stimuli.  His  reaction  time  was  moderately  long,  and 
quite  uniform. 

Mar.— 1909— d 
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Case  II.  M.  The  percentage  of  different  words  was 
95.3  per  cent,  in  the  first  test,  89.4  per  cent,  in  the  second, 
and  71.0  per  cent,  in  both.  In  this  case  the  high  percent- 
age of  different  reactions  in  the  first  test  is  explained  by 
the  patient's  tendency  to  define  the  stimuli.  When  a 
definition  or  synonym  is  given  in  response  to  each  stimu- 
lus there  is  no  opportunity  for  repetition  in  the  single 
test,  but  this  method  of  reacting  is  especially  favorable  to 
repeated  reactions  in  the  second  test.  This  patient  gave 
fewer  definitions  in  the  second  test  than  in  the  first,  and 
the  second  shows  a  corresponding  lowering  in  the  percent- 
age of  words.    The  reaction  time  was  long. 

Case  III.  PI.  This  patient  was  somewhat  irritable, 
and  once  interrupted  the  test  to  inquire — "Do  I  have  to 
answer  all  these  ? "  He  gave  a  large  number  of  defini- 
tions, especially  in  the  first  test.  The  percentage  of  dif- 
ferent words  was  91.5  per  cent,  in  the  first  test,  87.3  per 
cent,  in  the  second,  and  78.9  per  cent,  in  both.  He  occa- 
sionally responded  by  asking  a  question  about  the  stimu- 
lus, such  as:  Palace — who  owns  it?  Girl — who's  her 
husband  ?  Star — who  put  it  there  ?  adding,  to  himself, 
"There's  really  no  sense  to  that."  The  reaction  time 
was  short. 

Case  IV.  C.  This  patient  was  rather  unwilling  to  co- 
operate in  the  test,  and  was  not  very  attentive  to  the 
stimuli.  Nearly  one-third  of  the  reactions  were  incohe- 
rent. He  very  frequently  repeated  the  stimulus,  or  gave 
the  preceding  stimulus  as  his  reaction.  The  number  260 
was  given  in  response  to  the  stimulus  "soft"  in  each  of 
the  tests,  and  we  infer  from  the  repetition  that  there  was 
probably  some  internal  connection.  He  constructed  the 
sentence:  "Pay  service  no  longer  required  after  thirty 
days  notice,"  and  gave  these  words  consecutively,  one  at 
a  time,  in  response  to  nine  consecutive  stimuli.  He  gave 
a  few  neologisms,  some  having  a  sound  relation  to  the 
stimuli,  as  Mouldy-oldy,  and  others  entirely  meaningless, 
such  as  Head — calumpus.  The  percentage  of  different 
words  was  89.2  per  cent,  in  the  first  test,  89.1  per  cent,  in 
the  second,  and  80.9  per  cent,  in  both.    In  this  case  the 
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•figures  do  not  show  the  character  of  the  reactions.  The 
tendency  tp  repeat  the  stimulus,  which  is  in  itself  the  most 
indolent  of  all  the  methods  of  reacting,  works  against  the 
tendency  to  use  the  same  word  repeatedly,  and  brings  up 
the  percentage  of  different  reactions.  This  patient's 
reaction  time  was  extremely  variable,  and  some  of  the 
slowest  reactions  were  those  in  which  he  merely  repeated 
the  stimuli.  In  a  series  of  nine  consecutive  repetitions  of 
the  stimuli  the  reaction  time  ranged  from  two  to  fifteen 
seconds. 

Case  V.  S.  The  percentage  of  different  words  was 
90.1  per  cent,  in  the  first  test,  85.9  per  cent,  in  the  second, 
and  64. 1  per  cent,  in  both.  The  reactions  were  of  the 
internal  type,  and  the  reaction  time  was  uniformly  short. 
The  results  of  the  first  test  appeared  to  be  practically 
normal,  but  the  second  test  showed  that  the  reactions  were 
largely  mechanical.  The  second  test  contained  fifty-nine 
repeated  reactions. 

Case  VI.  R.  The  percentage  of  different  words  was 
80.8  per  cent,  in  the  first  test,  85.8  per  cent,  in  the  second, 
and  64.1  per  cent,  in  both.  In  this  case  the  percentage  in 
the  single  tests  was  made  higher  by  a  large  number  of 
repetitions  of  the  stimuli.  The  patient  referred  most  of 
the  stimuli  to  himself,  as  is  shown  by  the  following  reac- 
tions: Hungry — I'm  hungry  sometimes,  not  all  the  time. 
Crime — no  crime,  only  once,  that  was'nt  my  fault.  Trouble 
— I  didn't  have  any  trouble  until  I  got  into  this  hospital. 
Head — I've  got  a  slight  headache  now.  Hand — my  hand 
sweats.  Foot — my  feet  is  all  right.  At  this  point  he  was 
requested  to  respond  in  one  word,  and  the  test  was  con- 
tinued as  follows:  Brain — brain  fever;  Lungs — strong 
lungs;  Stomach  —  well,  I  didn't  have  much  stomach 
trouble.  When  the  stimulus  suggested  nothing  of  personal 
interest  he  either  repeated  it  or  made  a  simple  statement 
about  it.  Farmer — there's  different  kinds  of  farmers; 
there's  expert  farmers,  that  makes  a  study  of  it,  and  there's 
  Priest — there's  different  kinds  of  priests.  Physi- 
cian— there's  different  kinds  of  physicians,  too.  He 
responded  promptly,  and  frequently  continued  to  talk 
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until  interrupted  by  the  next  stimulus.  The  second  test 
contained  68  repetitions. 

Case  VII.  Hn.  The  percentage  of  different  words 
was  83.6  per  cent,  in  the  first  test,  82.6  per  cent,  in  the 
second,  and  69.9  per  cent,  in  both.  The  associations  were 
internal,  but  extremely  simple.  The  word  "good"  was 
given  in  response  to  woman,  child,  dream,  will-power, 
knowledge,  memory  and  activity.  The  word  man  was 
also  used  very  frequently. 

Case  VIII.  Gu.  The  percentage  of  different  words 
was  81.5  percent,  in  the  first  test,  82.7  per  cent,  in  the 
second,  and  62.7  per  cent,  in  both.  Forty-four  reactions 
were  repeated  in  the  second  test. 

Case  IX.  A.  The  percentage  of  different  words  was 
78. 7  per  cent,  in  the  first  test,  85.  2  per  cent,  in  the  second, 
and  66.8  per  cent,  in  both.  The  tendency  to  give  simple 
reactions  was  very  marked.  The  word  "  man  "  was  given 
five  times  in  succession,  in  response  to  the  stimuli  hand, 
foot,  brain,  lungs,  stomach.  The  patient  made  use  of 
personal  pronouns,  as  follows:  Anger — me;  Love — me; 
Hate — you.  He  frequently  added  a  syllable  or  a  letter  to 
the  stimulus,  so  as  to  change  its  form.  Thought — ful; 
Fright — en;  Dream — s.    The  reaction  time  was  long. 

Case  X.  Z.  The  percentage  of  different  words  was 
79.7  per  cent,  in  the  first  test,  71.0  per  cent,  in  the  second, 
and  62.5  per  cent,  in  both.  The  reactions  were  extremely 
simple,  and  there  were  many  such  as  Thick — more; 
Thin  —  less;  Rough  —  less;  Smooth — more;  Sickness  — 
much;  Unhappiness — much;  Crime — much.  The  patient 
made  considerable  use  of  prepositions  and  other  particles, 
sometimes  with  meaning  and  sometimes  incoherently: 
Leaf  —  on;  Sap  —  of;  Person  —  as;  City — of;  Room  —  in; 
Street  —  to;  Girl  —  be;  Quiet  —  with;  Cold  —  to;  Man  — 
would.    The  reaction  time  was  long. 

Case  XI.  Gi.  The  percentage  of  different  words  was 
73.9  per  cent,  in  the  first  test,  74.8  per  cent,  in  the  second, 
and  63.4  per  cent,  in  both.  The  patient  gave  a  large 
number  of  sound  associations,  especially  alliterations.  In 
some  cases  the  sound-resemblance,  was  so  slight  that  it 
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may  have  been  accidental,  and  we  do  not  know  how  much 
importance  to  attach  to  it.  The  following  group  of  reac- 
tions contained  an  alliteration  in  each  word:  Farmer — 
food;  Citizen  —  sand;  Soldier  —  sorry;  Priest  —  pain; 
Physician  —  foolish;  King  —  kind.  The  word  "found" 
was  used  frequently,  sometimes  with  internal  relation, 
sometimes  with  sound  relation,  and  sometimes  incohe- 
rently. Fortune  —  finding;  Fear — found;  Thought  — 
found;  Justice  —  found.  The  reaction  time  was  uni- 
formly short. 

Case  XII.  McD.  The  percentage  of  different  words 
was  80.1  per  cent,  in  the  first  test,  46.1  per  cent,  in  the 
second,  and  52.0  per  cent,  in  both.  The  condition  of  this 
patient  was  variable,  as  is  shown  by  the  remarkable  differ- 
ence between  the  two  records.  He  was  extremely  indolent 
in  his  reactions,  and  named  objects  in  sight  whenever  they 
would  serve  the  purpose.  White — spread;  Black — suit; 
High — ceiling;  Hand  —  this  here;  Foot  —  this  thing; 
Room — this  is  a  room;  Mirror — there.  In  the  second 
test  he  used  many  pronouns  and  prepositions,  apparently 
without  meaning.  Farmer  —  we;  Citizen  —  are;  Soldier 
— would;  Physician — are;  King — there.  At  this  point 
he  was  requested  to  give  words  distinctly  related  to  the 
stimuli,  but  continued  as  follows:  Sickness  —  we;  Un- 
happiness  —  are;  Crime  —  did;  Trouble  —  I;  Persecution 
— there.  In  this  case  there  was  no  evidence  of  evasive- 
ness, nor  of  unwillingness  to  co-operate.  The  reaction 
time  was  variable. 

Case  XIII.  McG.  The  percentage  of  different  words 
was  50.0  per  cent,  in  the  first  test,  50.7  per  cent,  in  the 
second,  and  35.7  per  cent,  in  both.  The  patient  was  inat- 
tentive and  at  times  disorderly,  but  was  not  resistive.  He 
used  the  word  "disease  "17  times  in  the  first  test,  and  9 
times  in  the  second.  When  asked  the  reason  he  said  that 
he  was  thinking  of  a  certain  disease.  He  gave  a  few 
neologisms,  and  a  large  number  of  incoherent  reactions. 
The  reaction  time  was  variable. 

The  records  obtained  from  the  five  cases  of  manic- 
depressive  insanity  are  by  no  means  free  from  repeated 
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reactions,  but  there  is  no  evidence  that  these  patients  used 
the  same  reactions  repeatedly  merely  in  order  to  avoid  the 
trouble  of  thinking  of  new  reactions.  That  they  were 
willing-  to  make  the  mental  effort  which  the  test  required 
is  shown  by  the  quality  of  their  reactions,  when  it  is  not 
by  the  variety  of  them.  These  cases  will  also  be  sum- 
marized in  the  order  of  the  number  of  different  reactions 
in  the  single  tests. 

Case  I.  K.  The  percentage  of  different  words  was 
97.9  per  cent,  in  the  first  test,  95.6  percent,  in  the  second, 
and  83.0  per  cent,  in  both.  A  large  number  of  habit  reac- 
tions were  given,  and  some  of  these  were  repeated  in  the 
second  test.  The  patient  was  very  talkative,  and  usually 
gave  several  associated  words,  or  occasionally  a  chain  of 
associations.  The  first  word  or  expression  was  recorded 
as  the  reaction,  and  the  rest  was  disregarded. 

Case  II.  F.  The  percentage  of  different  words  was 
92.9  per  cent,  in  the  first  test,  93.7  per  cent,  in  the  second, 
and  87.6  per  cent,  in  both.  All  the  associations  were  of 
the  internal  type,  and  the  reaction  time  was  fairly  uniform. 
This  is  the  most  completely  normal  record  of  the  entire 
series.  (The  first  attempt  to  experiment  upon  this  patient 
was  a  failure.  He  was  so  talkative  and  disorderly  that  it 
was  necessary  to  postpone  the  test  until  a  more  favorable 
time). 

Case  III.  Hz.  The  percentage  of  words  was  90.7  per 
cent,  in  the  first  test,  94. 4  per  cent,  in  the  second,  and  87.6 
per  cent,  in  both.  At  the  time  of  the  first  test  the  patient  was 
very  irritable,  and  was  disinclined  to  co-operate  in  the  ex- 
periment. As  the  test  progressed  his  irritability  became 
much  less  noticeable,  but  he  apparently  gave  very  little 
attention  to  the  stimuli.  Occasionally  he  looked  about 
the  room,  and  named  any  object  that  he  saw.  In  the 
second  test  he  was  more  willing  to  co-operate,  and  was 
apparently  more  attentive.  He  used  a  large  number  of 
negative  terms,  such  as  untold,  untrue,  untouched,  un- 
obtainable, unchangeable,  and  these  words  were  used  in- 
coherently. He  also  gave  a  few  neologisms.  The  reaction 
time  was  variable. 


5G3 


Case  IV.  Br.  The  percentage  of  different  words  was 
74.3  per  cent,  in  the  first  test,  89.2  percent,  in  the  second, 
and  72.8  per  cent,  in  both.  This  percentage  is  lower  than 
that  of  some  of  the  cases  of  dementia  prsecox,  but  in  other 
respects  the  record  is  exceptionally  good.  The  patient  was 
careful  in  his  choice  of  words,  and  gave  many  reactions 
such  as  the  following:  Bright — future;  Deep — penetra- 
ting; Bud  —  undeveloped;  Boy  —  changeable;  King  — 
temporary  condition;  Butterfly  —  immortality.  His  re- 
action time  was  long  and  variable,  not  because  he  was  in- 
attentive, but  apparently  because  he  was  unwilling  to  give 
superficial  reactions.  Toward  the  close  of  the  second  test 
however,  he  gave  several  incoherent  reactions.  He  said 
that  he  was  getting  tired. 

Case  V.  Be.  This  patient  was  extremely  irritable  at 
the  time  of  the  first  test,  and  was  with  difficulty  induced 
to  comply  with  the  conditions.  He  refused  to  listen  to  the 
instructions  on  the  ground  that  he  understood  exactly  what 
was  wanted,  and  gave  his  responses  very  promptly,  in  a 
loud  and  snappish  tone.  At  the  time  of  the  second  test 
he  was  highly  elated,  and  appeared  to  enjoy  the  test.  But 
the  two  tests,  although  taken  under  seemingly  very  differ- 
ent conditions,  gave  almost  identical  results.  The  per- 
centage of  different  words  was  77.5  per  cent,  in  the  first 
test,  75.9  per  cent,  in  the  second,  and  62.2  per  cent,  in  both. 
These  figures  are  characteristic  of  the  cases  of  dementia 
prsecox,  but  this  patient  appears  to  have  adopted  this 
method  of  reacting  from  a  wholly  different  motive.  It 
seems  probable  that  he  wishes  to  defeat  the  purpose  of  the 
test,  as  he  understood  it.  He  was  familiar  with  the  ex- 
periments of  Miinsterberg,  and  assumed  that  this  series  of 
words  would  contain  some  danger  words.  He  referred 
many  of  the  stimuli  to  himself,  as  is  shown  by  the  follow- 
ing reactions  Trouble  —  none;  Persecution  —  none;  Dis- 
tress— none;  Fortune  —  don't  need  any;  Reward  —  have 
had  it.  His  response  to  each  of  the  words  farmer,  citizen, 
soldier,  priest,  physician,  and  king  was  "myself."  This 
group  of  reactions  was  repeated  in  the  second  test,  and 
after  the  test  he  volunteered  the  explanation  that  it  must 
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seem  egotistical  for  him  to  call  himself  all  those  things, 
but  the  titles  really  belonged  to  him.  The  second  test 
contained  forty-seven  repeated  reactions,  and  it  seems 
probable  that  he  made  some  effort  to  give  the  same  re- 
actions that  he  had  given  in  the  first  test.  He  was  in- 
formed before  the  beginning  of  the  second  test  that  there 
were  no  catch  words,  but  that  all  the  words  were  equally 
important.  It  is  possible  that  he  regarded  it  as  a  memory 
test.  He  showed  some  irritation  when  the  recollection  of 
the  reaction  previously  given  came  to  him  too  late  to  be 
used  again  in  response  to  the  same  stimulus,  and  his  dis- 
appointment was  very  apparent  when  he  knew  that  he  had 
used  one  of  his  reactions  in  response  to  the  wrong  word. 
In  the  first  test  he  gave  the  following  reactions:  Warm — 
mild;  Hot — 70000  above  freezing.  In  the  second  test, 
Warm — 70000  above  freezing.  Hot — a  little  hotter  than 
warm.  The  reaction  time  was  slightly  longer  in  the  second 
test  than  in  the  first. 

It  appears  from  this  series  of  tests  that  the  associational 
tendencies  which  are  found  in  cases  of  dementia  praecox 
are  essentially  different  from  those  found  incases  of  manic- 
depressive  insanity.  It  appears  also  that  the  character- 
istic differences  are  to  some  extent  susceptible  of  mathe- 
matical representation,  although  the  figures  do  not  tell  the 
whole  story.  The  number  of  cases  tested  is  very  small, 
and  the  records  contain  striking  variations.  But  the  uni- 
formity of  the  results  seems  to  us  to  be  more  significant 
than  the  variations.  The  cases  of  dementia  praecox  were 
selected  entirely  without  reference  to  the  duration  of  the 
disease,  and  there  were  but  three  cases  of  long  standing.  It. 
is  obvious  that  patients  in  the  early  stages  of  the  disease 
approach  the  normal  more  closely  than  do  the  well- 
established  cases,  and  in  view  of  the  fact  that  most  of  these 
tests  were  made  upon  recent  cases,  the  constancy  of  the 
results  is  greater  than  could  reasonably  have  been  ex- 
pected. 

This  report  was  completed  March  3,  1908. 
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Dr.  Russell  :  In  regard  to  incoherent  reactions  it  seems 
to  me  that  quite  a  good  deal  more  weight  should  be 
attached  to  those.  From  the  statement  by  Dr.  Hoch  at 
Bloomingdale  some  of  the  most  useful  information  he  ob- 
tained was  from  reactions  that  didn't  seem  to  have  the 
slightest  relation  to  the  stimulus,  but  in  the  final  analysis 
of  the  case  it  was  found  that  they  throw  a  great  deal  of 
light  on  the  undercurrents  of  the  patient  and  really  were 
very  helpful  to  him.  I  think  the  studies  are  very  inter- 
esting indeed. 

Dr.  Karpas:  I  would  like  to  ask  if  the  results  with  the 
depressed  manic-depressive  cases  corresponded  in  any  way 
with  those  found  in  dementia  praecox  or  differed  very  re- 
markably from  those  obtained  in  the  manics.  Is  there  any 
reason  for  leaving  those  out  ? 

Dr.  Rosanoff:  We  made  but  a  limited  number  of  ex- 
periments in  cases  of  manic-depressive  insanity;  most  of 
these  cases  were  of  the  manic  form;  one  or  two,  I  believe, 
were  of  mixed  form.  We  are  presenting  to-day  merely 
a  preliminary  report,  solely  because  of  the  occasion  of  the 
meeting;  our  work  is  by  no  means  completed. 

Dr.  Meyer:  Association  tests  have  naturally  been 
among  those  which  have  suggested  themselves  at  a  very 
early  date  to  the  alienists  as  an  application  of  experimental 
psychology  to  psychopath ology.  I  suppose  that  Miss 
Kent  and  Dr.  Rosanoff  intended  to  do  no  more  than  show 
their  methods  of  procedure  at  this  time  without  going 
into  the  question  of  comparison  of  their  methods  with 
those  used  by  other  investigators.  During  the  last  few 
years  I  have  made  it  a  point  to  review  the  association  ex- 
periments especially  of  the  Jung  school  in  the  Psycholog- 
ical Bulletin.  Jung  tried  for  some  time  to  group  the 
associations  according  to  internal  and  external  associations 
and  so  on  in  a  very  elaborate  scheme.  He,  however, 
switched  off  rather  rapidly  to  an  application  of  the  associa- 
tion experiment,  which  might  be  called  directly  utilitarian 
with  far  less  interest  in  any  numerical  index.  He  has 
used  the  association  experiment  far  more  in  the  direction 
that  Dr.  Russell  has  referred  to,  and  it  is  in  that  direction 
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we  have  been  working-  at  the  Institute  with  fair  success^ 
nevertheless,  with  a  feeling  that  since  we  are  dealing  very 
largely  with  qualitative  results  we  can  obtain  many  of 
those  points  also  in  the  ordinary  conversation  method.  I 
am  rather  struck  by  the  statement  that  one  of  the  manic- 
depressives  gave  98  per  cent,  of  internal  associations.  If 
you  compare  the  latest  work  on  associations  by  Isserlin  on 
the  association  of  manic-depressive  cases,  and  that  of 
Aschaffenburg  and  Kraepelin,  you  find  that  the  percentage 
of  formal  associations,  as  Aschaffenburg  calls  them,  is 
very  preponderant  and  has  been  made  one  of  the  charac- 
teristic features  of  the  manic  state.  The  depressed  con- 
ditions of  manic-depressive  insanity  are  far  more  likely 
to  lead  to  a  preponderance  of  internal  associations.  I 
should  like  to  see  in  the  case  referred  to,  if  we  are  not 
possibly  dealing  with  a  mixed  phase  or  with  an  actual  de- 
pressive moment  in  the  condition  of  the  patient.  Evi- 
dently in  the  first  attempt  at  examination  the  patient  did 
not  yield  anything  at  all. 

Dr.  Rosanoff:  We  have  gone  over  Aschaffenburg's 
paper,  and  we  have  found  that  the  results  which  he  ob- 
tained in  his  manic  cases  do  not  correspond  at  all  with 
those  which  we  have  obtained  in  our  small  number  of 
cases. 

Dr.  Meyer:  I  would  mention  with  regard  to  the  manic 
cases  that  the  results  are  very  apt  to  be  colored  a  little  by 
the  nod  of  approval  or  disapproval  of  the  experimenter. 
Of  course,  that  is  to  some  extent  excluded  by  the  fact 
that  the  patient  has  his  back  to  the  experimenter.  We 
also  have  a  case  in  which  very  nearly  100  per  cent,  rhymes, 
or  at  any  rate,  superficial  associations  were  obtained.  It 
seems  that  the  same  feature  was  also  found  in  one  case 
that  was  not  manic-depressive.  So  we  see  that  after  all, 
association  experiments,  if  we  deal  with  them  only  in  a 
numerical  way  for  the  purpose  of  getting  figures,  are  a 
scheme  which  may  satisfy  those  who  are  anxious  to  get 
numerical  representations.  To  me,  as  most  of  you  proba- 
bly realize,  the  numerical  results  are  relatively  subordin- 
ated to  the  dynamical  results,  and  it  is  because  of  this 
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fact  that  the  association  method  of  Jung-,  which  I  anal- 
yzed in  the  last  number  of  the  Psychological  Bidletin,  is 
far  more  helpful.  Especially  the  so-called  incoherent 
reactions  are  the  ones  that  give  us  very  often  a  hint  as  to 
how  a  patient  gets  into  awkward  responses  and  those  ap- 
parently unintelligible  responses  very  often  show,  on 
analysis,  the  peculiarities  of  interests  and  the  emotional 
trend  of  the  case. 

Dr.  Woodman  :  I  would  like  to  ask  about  the  frequency 
with  which  these  tests  are  given  and  about  how  quickly 
one  stimulus  follows  the  other,  and  whether  it  would  be  a 
fair  test  to  have  them  all  uniform  in  their  rapidity,  because 
some  patients  would  react  differently  if  they  were  given 
more  time. 

Miss  Kent:  That  depends  upon  how  rapidly  the 
patient  responds.  The  next  stimulus  is  given  as  soon  as 
he  has  responded  to  the  preceding  one.  I  have  sometimes 
recorded  the  reaction  after  a  period  of  more  than  two 
minutes,  and  sometimes  the  reaction  may  occur  after  a 
second.  It  varies  all  the  way  between  those.  We  do  not 
consider  that  our  figures  give  the  most  important  phases 
but  we  have  not  as  yet  found  any  better  method  of  dealing 
with  that  kind  of  reaction.  I  have  had  patients  refuse  to 
respond  to  the  stimulus  thinking  it  apparently  was  a  catch 
word  and  then  telling  me  afterward  they  had  the  word 
desired.  In  one,  persecution  was  shown,  and  one  patient 
refused  to  respond  at  all.  After  the  test  was  over  he  told 
me  all  about  that. 

Dr.  Meyer:  Everything  is  so  very  closely  dependent 
on  the  interest  of  the  patient  that  I  would  include  also  the 
dynamic  features  of  the  investigation.  I  use  that  word 
dynamic  in  the  sense  of  its  psychogenic  relation,  in  con- 
trast to  the  mere  form  in  numerical  test.  Personally,  I 
must  confess  that  my  interest  goes  very  largely  in  the 
direction  of  the  dynamic.  The  simple  form  of  numerical 
test  seems  to  be  open  to  a  good  many  accidents.  I  should 
strongly  suggest  a  combination  of  the  numerical  and 
the  dynamic,  the  quantitative  and  the  qualitative  investi- 
gations. 
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THE  PATHOLOGICAL  SIGNIFICANCE  OF  MENTAL 
SYMPTOMS.  WERNICKE'S  CLASSIFICATION  OF 
SYMPTOMS. 

By  Dr.  A.  J.  Rosanoff, 
Of  Kings  Park  State  Hospital. 

It  is  a  matter  of  common  observation  that  identical 
mental  symptoms  or  symptom  complexes  may  occur  as 
manifestations  of  widely  different  pathological  processes. 
On  the  other  hand  it  is  equally  true  that  cases  of  the  same 
pathological  process  may  present  clinically  totally  different 
symptom  complexes. 

To  illustrate  these  facts  I  will  cite  brief  abstracts  from 
the  histories  of  five  cases  which  occurred  at  this  hospital. 

Case  I.  M.  B.  Admitted  November  4,  1904,  aged  63. 
This  patient  had  always  been  in  the  habit  of  drinking 
moderate  quantities  of  beer  with  his  meals.  -For  some 
unknown  length  of  time  previous  to  the  onset  of  the  mental 
trouble,  for  which  he  was  treated  here,  he  had  diabetes. 
About  five  months  previous  to  his  commitment  he  de- 
veloped gangrene  of  the  left  foot,  and  had  his  leg  ampu- 
tated a  little  below  the  knee.  Soon  after  the  operation  he 
began  to  have  visual  hallucinations.  He  saw  strange 
looking  animals  under  the  bed;  saw  women  and  devils 
who  spoke  to  him  and  threatened  to  kill  him;  at  night  he 
was  restless  with  fear,  would  get  up  out  of  bed  and  go  out 
to  sit  on  the  stoop;  he  became  greatly  depressed;  asked 
the  priest  to  give  him  permission  to  kill  himself,  and  was 
finally  committed.  On  admission  he  showed  a  normal 
orientation,  good  memory,  and  no  evidences  of  dementia; 
he  was  profoundly  depressed  and  apprehensive,  owing  to 
visual  and  auditory  hallucinations;  he  said  he  saw  mice  in 
his  room,  and  he  heard  voices  saying:  "  Y^ou  will  come  to 
hell,  you  will  come  to  hell  when  you  kill  yourself;"  they 
also  threatened  to  kill  him.  Urine  examination  showed 
large  amount  of  glucose;  one  drop  of  urine  completely 
reduced  one  drachm  of  Haine's  copper  sulphate  solution; 
specific  gravity  was  1,040.  The  patient  was  put  on  dia- 
betic diet,  received  one-half  ounce  of  whiskey  every  two 
hours  and  large  doses  of  sodium  bicarbonate.    About  four 
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weeks  after  admission  his  urine,  though  of  a  lower  specific 
gravity,  namely  1,027,  still  contained  glucose,  also  acetone 
and  diacetic  acid.  The  patient's  breath  had  the  odor  of 
acetone.  Two  months  later  the  glucose  had  disappeared 
from  his  urine  and  his  physical  condition  showed  marked 
improvement.  The  visual  hallucinations  had  disappeared. 
He  continued,  however,  to  have  auditory  hallucinations, 
e.  g.,  he  heard  voices  from  the  corridor  outside  the  dormi- 
tory calling  him  vile  names  and  threatening  to  cut  off  his 
other  leg.  Often  he  became  depressed  and  lacrymose, 
begged  for  protection,  and  expressed  suspicions  against 
the  attendants  and  the  other  patients  as  being  in  the  plot 
against  him.  He  was  afraid  to  go  out  into  the  corridor 
from  where  the  voices  seemed  to  come.  Subsequent  notes 
in  this  case  show  that  the  hallucinations,  delusions,  fear, 
and  depression  gradually  disappeared  following  the  disap- 
pearance of  sugar  and  acetone  in  the  urine ;  the  patient 
soon  developed  full  insight  into  his  condition ;  in  the  early 
part  of  June  he  appeared  to  have  recovered  fully  but  was 
kept  at  the  hospital  on  the  above  mentioned  treatment 
until  August  20,  1905,  when  he  was  granted  a  thirty  days' 
parole  at  home,  at  the  expiration  of  which  'he  was  dis- 
charged. 

We  have  here  a  case  of  diabetes  in  a  severe  form ;  follow- 
ing the  occurrence  of  a  grave  complication  and  a  major 
surgical  procedure  there  is  a  sudden  development  of  visual 
and  auditory  hallucinations  which  gradually  disappear 
upon  the  institution  of  diabetic  diet. 

Case  II,  is  that  of  J.  M.,  colored,  admitted  May  11, 
1907.  For  over  twenty  years  prior  to  his  commitment  he 
drank  heavily  and  would  come  home  drunk  almost  every 
night.  His  mental  trouble  came  on  at  the  age  of  46  years. 
He  began  to  hear  voices  which  he  thought  came  from  up- 
stairs. They  called  him  vile  names,  repeated  his  thoughts, 
and  accused  his  wife  of  infidelity.  He  mentioned  the  mat- 
ter to  his  wife,  but  she  paid  little  attention  to  his  com- 
plaints and  simply  told  him  that  it  was  all  his  imagination 
and  that  it  was  due  to  drink.  Finally  the  voices  told  him 
to  kill  his  wife,  which  he  attempted  to  do  by  throwing  her 
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downstairs.  He  was  promptly  committed.  On  admission 
here  he  was  depressed  and  apprehensive;  heard  voices 
constantly;  they  insulted  him  using  most  indecent  lan- 
guage ;  they  kept  talking  about  his  wife,  and  told  him  that 
she  had  sexual  relations  with  a  neighbor;  also  that  the 
wife  and  the  neighbor  had  him  sent  here  to  get  him  out  of 
the  way.  At  the  present  time  his  hallucinations  are  still 
active.  He  is  called  the  vilest  names;  his  thoughts  are  re- 
peated; every  act  of  his  is  made  the  subject  of  comment; 
much  of  what  the  voices  tell  him  is  nonsense  and  he  will 
not  believe  it;  they  tell  him,  for  instance,  that  he  is  the 
owner  of  the  hospital  buildings,  yet  he  knows  well  that 
these  buildings  belong  to  the  State.  Frequently  he  re- 
quests to  be  taken  upstairs  where  he  hopes  to  find  the 
people  who  are  annoying  him  so  much.  They  often  talk 
to  him  at  night  and  will  not  let  him  'go  to  sleep  for  a 
minute.  He  is  firmly  convinced  that  everybody  else 
hears  these  voices,  but  that  they  will  not  admit  it  from 
motives  of  prudence. 

We  are  dealing  here  with  a  case  of  hallucinosis  very  similar 
to  the  first  case  but  occurring  upon  an  entirely  different 
pathological  basis,  namely,  that  of  chronic  alcoholism. 

Case  III.  T.  C,  clerk,  47  years  of  age;  had  syphilis 
about  fifteen  years  ago.  He  worked  with  a  large  business 
firm  in  New  York  for  twenty-eight  years,  and  had  risen  to 
a  position  of  considerable  responsibility  with  a  good  salary. 
Several  years  ago  he  began  to  have  occasional  attacks  of 
vertigo,  so  that  in  the  street  or  in  the  office  he  would  sud- 
denly become  unconscious  and  fall  to  the  floor;  after  a  few 
seconds  he  would  regain  consciousness.  He  also  suffered 
from  sudden  attacks  of  pain  in  the  thighs  and  legs.  His 
mental  trouble  developed  about  a  year  ago  when  he  began 
to  hear  voices,  and  thought  that  the  people  downstairs  in 
the  house  where  he  lived  were  talking  about  him;  occa- 
sionally he  was  observed  stealthily  and  gradually  edging 
his  chair  toward  the  door  in  order  that  he  might  hear  more 
clearly  what  they  said.  He  thought  that  the  district 
attorney's  men  were  watching  him  and  following  him 
about,  and  he  became  so  apprehensive  that  he  began  making 
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plans  for  his  protection.  It  occurred  to  him  that  in  case 
of  necessity  he  could  use  the  bread  knife,  as  he  had  no 
revolver  or  fire-arms  of  any  kind  nor  any  other  means  of 
protection.  His  troubles  interfered  with  his  work,  he  had  to 
give  up  his  position,  and  he  was  finally  committed  to  Man- 
hattan State  Hospital.  There  he  continued  to  hear  voices; 
he  heard  them  say  that  he  was  going  to  be  shot  and  that 
his  head  and  limbs  were  to  be  cut  off.  At  the  request  of 
his  relatives  he  was  transferred  to  this  hospital.  Since 
admission  he  has  been  constantly  annoyed  by  hallucina- 
tions similar  to  those  which  he  had  at  home  and  at  Man- 
hattan State  Hospital.  He  has  no  insight  into  his  con- 
dition. At  times  he  becomes  terribly  enraged  and 
exasperated  by  his  annoyances.  Physically  he  shows 
absent  knee-jerks,  unequal  and  irregular  pupils  which  do 
not  react  to  light,  very  poor  balancing  power  on  either 
leg,  Romberg  symptom,  pronounced  tremor  of  face, 
tongue  and  fingers,  and  speech  defect. 

We  have  here  a  third  case  which  is  clinically  one  of 
hallucinosis;  pathologically,  however,  it  is  altogether  un- 
like either  of  the  first  two  cases,  being  clearly  a  case  of 
general  paresis. 

Case  IV,  E.  K.,  though  pathologically,  like  Case  III, 
one  of  general  paresis,  presents  clinically  the  symptom 
complex  of  hypomania. 

This  patient  is  a  real  estate  dealer,  55  years  of  age,  who 
was  admitted  to  this  hospital  December  7,  1907.  For 
twelve  years  previous  to  the  onset  of  his  mental  trouble 
he  suffered  from  locomotor  ataxia.  The  psychosis  de- 
veloped gradually  about  five  months  previous  to  his 
admission  here.  He  became  very  irritable,  talkative  and 
expansive;  he  ultimately  became  so  troublesome  that  he 
had  to  be  committed.  On  his  arrival  here  he  had  to  be 
assisted  from  the  .carriage  into  the  ward,  owing  to  a 
marked  unsteadiness  in  his  gait.  As  soon  as  he  came  in 
he  announced  that  he  was  going  to  telephone  to  the 
Borough  President,  Bird  S.  Coler,  two  judges,  and  other 
prominent  persons  about  his  case.  He  was  very  loqua- 
cious;  talked  constantly  in  a  rapid,  excited  manner, 
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rambling-  from  one  subject  to  another.  It  was  difficult  to 
obtain  his  attention,  and  quite  impossible  to  hold  it  longer 
than  a  few  seconds.  He  answered  questions  as  a  rule 
relevantly,  but  invariably  rambled  off  on  other  topics, 
continued  to  talk  and  was  checked  with  difficulty.  He 
was  greatly  elated,  said  he  was  happy  because  he  had 
purified  his  mind  by  joining  the  Christian  Science  Church; 
also  said  he  was  expecting  to  make  a  great  deal  of  money 
in  a  new  real  estate  venture.  As  he  talked  he  showed  a 
very  lively  play  of  facial  expression,  gesticulated  freely, 
and  appeared  greatly  animated.  On  the  following  morn- 
ing he  became  very  restless,  kept  trying  to  get  out  of  his 
bed,  and  showed  marked  irritability,  cursing  and  swearing 
at  the  attendants  for  compelling  him  to  stay  in  bed.  His 
orientation  was  unimpaired,  memory  for  both  recent  and 
remote  events  perfectly  accurate,  and  he  performed  simple 
arithmetical  calculations  quickly  and  correctly. 

Case  V  is  also  a  case  of  general  paresis;  it  presents 
clinically,  however,  a  totally  different  symptom  complex, 
namely,  one  closely  resembling  catatonic  excitement. 
The  patient,  J.  O.,  is  a  policeman,  41  years  of  age.  At 
the  age  of  18  years  he  had  a  chancre  which  was  excised 
but  which  was  nevertheless  followed  by  secondary  mani- 
festations. His  psychosis  developed  suddenly  December 
15,  1907,  when,  without  any  premonition  he  became  ex- 
tremely restless  and  violent,  and  was  at  once  taken  to 
the  Kings  County  Hospital  where  he  was  placed  in 
restraint.  In  a  few  days  he  seemed  to  get  well  and  was 
taken  home.  January  17,  1908,  he  again  became  suddenly 
violent,  began  to  destroy  the  furniture  in  the  house,  broke 
an  incandescent  lamp  bulb  and  tried  to  cut  his  throat  with 
the  fragments  of  glass.  He  was  taken  to  the  Long  Island 
College  Hospital  and  from  there  committed  to  this  hospi- 
tal. On  his  admission  here  it  was  impossible  to  obtain 
the  full  co-operation  of  the  patient  in  the  mental  examina- 
tion; he  was  restless,  tossed  about  in  his  bed,  disarranged 
the  bed  clothes,  attempted  to  remove  his  clothing,  tore 
the  bed  sheets  up  into  strips  and  tied  some  of  the  strips 
around  his  ankles.    On  being  placed  in  a  chair  before  the 
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examining"  physician  he  moved  about  in  such  a  way  that 
his  chair  slid  around  on  the  floor;  he  crossed  and  uncrossed 
his  legs,  shifted  his  position  constantly;  often  threw  his 
head  back,  turned  it  from  side  to  side,  shut  and  opened 
his  eyes,  rolled  his  eye-balls,  made  grimaces,  and  made 
peculiar  movements  with  his  tongue  and  lips.  Physically 
he  showed  irregular  coarse  tremors  of  the  tongue,  lips  and 
fingers,  slightly  exaggerated  knee-jerks,  speech  defect, 
and  unequal  and  irregular  pupils  which  reacted  very 
sluggishly  to  light. 

These  cases  show  very  clearly  that  it  is  not  possible  to 
determine  the  nature  of  the  pathological  process  from  the 
mental  symptom  complex;  we  have  to  be  guided  mainly 
by  the  history  of  etiology,  history  of  mode  of  onset, 
'general  medical  data,  physical  examination,  and  special 
diagnostic  procedures. 

In  neurological  cases  we  know  that  the  symptoms  are 
dependent  not  upon  the  nature  of  the  morbid  process  but 
upon  its  localization.  From  the  fact  that  a  patient  has 
hemianopsia  we  may  judge  that  there  is  a  lesion  in  the 
occipital  lobe,  but  we  can  draw  no  conclusion  as  to  the 
nature  of  the  lesion. 

Cases  which  form  a  transitional  group  between  neuro- 
logical cases  and  psychiatrical  cases,  namely  cases  of 
aphasia,  seem  to  indicate  that  mental  symptoms  are,  like 
nervous  symptoms,  dependent  upon  the  localization  of  the 
pathological  process  and  not  upon  its  nature. 

From  what  we  actually  know  of  the  brain  and  its  func- 
tions we  are  led  to  believe  that  such  a  symptom  as  auditory 
hallucinations  must  be  due  to  affection  of  a  cerebral 
mechanism  which  is  more  or  less  distinct  from  that  affected 
in  a  case  presenting  such  a  symptom  as  cerea  flexibilitas. 

To  Wernicke  is  due  the  credit  of  the  first  attempt  to 
classify  the  mental  symptoms  with  regard  to  their  local- 
izability. 

Our  knowledge  of  brain  anatomy  offers  not  even  a  mere 
framework  for  such  a  study,  and  it  is  evident  that  such  a 
study  must  begin  with  a  careful  analysis  of  the  normal 
brain  functions  and  of  the  symptoms  in  mental  disorders. 
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Most  cases  of  mental  disturbance  present  a  mixture  of 
symptoms  which  suggest  a  great  diffusion  of  the  patho- 
logical process;  such  cases  are  not  well  suited  for  the 
purpose  of  such  a  study.  Some  cases,  however,  present, 
at  least  during  a  part  of  their  course,  certain  isolated 
symptoms.  Cases  of  this  kind  justify  Wernicke's  primary 
division  of  mental  symptoms  into  three  great  groups: 
symptoms  of  psychosensory  disturbance,  symptoms  of 
intrapsychic  disturbance,  and  symptoms  of  psychomotor 
disturbance. 

To  understand  more  readily  Wernicke's  classification  of 
symptoms  it  may  be  advisable  to  consider  briefly  some  of 
the  theoretical  data  upon  which  it  is  based. 

The  cerebral  cortex  consists  partly  of  areas  which  are 
connected  by  means  of  fibre  tracts  with  peripheral  sensory 
and  motor  organs — the  projection  areas — and  partly  of 
areas  not  thus  connected;  these  latter  have  been  termed 
collectively  the  organ  of  associations.  Lesions  located  in 
the  projection  areas  give  rise  to  disturbances  of  sensation 
and  of  motion,  and  constitute  nervous  diseases.  Lesions 
located  in  the  organ  of  associations  produce  mental  diseases. 

Suppose  that  in  reading  a  book  the  reader  comes  across 
a  word  which  he  has  never  met  with  before;  the  word 
conveys  to  him  no  meaning; — he  continues  to  read  and 
soon  again  meets  with  the  same  word:  he  recognizes  it  as 
the  same  word  but  it  still  conveys  no  meaning  to  him ; — 
he  then  learns  its  meaning  from  a  dictionary  and  when  he 
comes  across  it  for  the  third  time  he  not  only  identifies  it 
as  the  same  word  but  it  also  gives  rise  in  his  mind  to  a 
definite  concept.  The  act  of  recognizing  the  word  may 
be  termed  primary  identification ;  that  of  associating  it 
with  the  corresponding  concept  secondary  identification. 

We  know  well  that  lesions  in  certain  parts  of  the  cortex 
destroy  the  memories  of  words  but  leave  the  memories  of 
the  corresponding  concepts  intact,  as  is  the  case  in  most 
instances  of  aphasia.  The  inevitable  conclusion  from  this 
fact  is  that  memories  of  concepts  are  localized  in  cortical 
areas  different  from  those  in  which  memories  of  words  are 
localized.    Those  portions  of  the  cortex  which  are  the  seat 
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of  concepts,  i.  c. ,  of  our  innumerable  memory  pictures  or 
representations,  Wernicke  has  termed  collectively  the 
concept-center  (Begriffscentrum). 

If  we  take  the  sensory  impressions,  mental  deliberations, 
and  movements  which  are  involved  in  speech  as  an 
example  of  mental  activity,  we  can  construct  a  helpful 
anatomical  diagram  in  accordance  with  the  above  reflec- 
tions. The  sensory  speech  area  may  be  designated  by  the 
letter  s;  the  motor  speech  area  by  the  letter  m;  both  are 
connected  with  the  concept-center.  The  activity  of  the 
concept-center  is  complex;  the  simplest  process  of  mental 
deliberation  consists  not  of  a  single  association,  but  of  a 
series  of  associations.  The  concept-center  may  therefore 
be  designated  by  the  letters  AZ — representing  the  first 
and  last  links  in  the  chain  of  associations. 

We  can  now  distinguish  in  the  organ  of  associations 
three  special  mechanisms:  (x)  the  psychosensory  tracts, 
from  s  to  A,  constituting  the  receptive  mechanism;  (2) 
the  intrapsychic  tracts,  from  A  to  Z,  constituting  the 
elaborating  mechanism;  and  (3)  the  psychomotor  tracts, 
from  Z  to  m,  constituting  the  emmissive  mechanism. 
The  entire  course  sAZm  has  been  termed  by  Wernicke 
the  psycJiical  reflex  arc. 

Upon  this  conception  of  the  anatomical  foundation  of 
mental  activity  is  based  Wernicke's  classification  of  the 
symptoms  of  mental  diseases. 

"As  we  are  dealing  throughout  with  nervous  tracts,  all 
the  pathological  possibilities  are  exhausted  if  we  assume 
that  each  tract  may  be  in  a  state  of  diminished,  or 
increased,  or  perverted  nervous  irritability.  Thus  we 
have: 

Psychosensory.  Intrapsychic.  Psychomotor. 

hypo-  or  anaesthesia  hypo-  or  afunction  hypo-  or  akinesis 
hyperaesthesia  hyperfunction  hyperkinesis 

parsesthesia  parafunction  parakinesis " 

To  illustrate  a  normal  act  of  the  psychical  reflex  arc  we 
may  take  as  an  example  a  person  who  is  given  a  mathe- 
matical problem  to  solve : — he  hears  the  problem  at  s,  the 
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sensory  projection  area,  the  auditory  speech  center;  he- 
grasps  its  meaning  and  conditions  between  s  and  A,  the 
psychosensory  mechanism ;  he  solves  it  by  deliberations 
and  reflections  consisting  of  a  series  of  associations  occur- 
ring between  A  and  Z,  the  elaborating  mechanism;  and 
he  tells  his  answer  by  innervation  of  m,  the  motor  speech 
center,  the  motor  projection  area. 

Symptoms  referable  to  disturbance  of  the  psychosensory 
apparatus  need  not  be  dwelt  upon,  beyond  pointing  out 
that  in  delirious  states  we  often  have  disorientation, 
reduced  grasp  on  surroundings,  inability  to  recognize 
familiar  faces,  etc.,  owing  to  psychosensory  anaesthesia; 
illusions  are  evidently  to  be  regarded  as  resulting  from 
psychosensory  paresthesia,  and  hallucinations  as  being  due 
to  psychosensory  hyperesthesia.  In  cases  of  pure  hallu- 
cinosis we  very  often  have,  in  addition  to  the  psychosenory 
disturbances,  such  symptoms  as  depression  with  suicidal 
tendency,  and  persecutory  delusions,  usually  well  systema- 
tized ;  but  it  is  clear  that  these  symptoms  are  to  be  regarded 
not  as  direct  manifestations  of  the  morbid  process,  but  as 
secondary  phenomena,  in  themselves  perfectly  normal 
under  the  special  circumstances. 

Disorders  affecting  the  intrapsychic  mcclianism  are  much 
more  complex  and  much  more  varied.  The  simplest  case 
is  that  of  intrapsychic  hypofunction,  which  is  most  clearly 
exemplified  in  the  depressed  form  of  manic-depressive 
insanity. 

"  The  will  to  perform  any  act  is,  as  is  well  known,  the 
result  of  a  decision;  that  is  to  say,  it  is  undoubtedly,  at 
least  in  part,  a  pure  thinking  act  by  which  two  or  more 
possibilities  are  compared  and  chosen  from.  It  is  evident 
that  normally  that  possibility  will  easily  outweigh  all 
others,  which  through  exercise  and  habit  has  acquired  the 
oreatest  value;  thus  a  normal  decision  is  dependent  upon 
the  preservation  of  normal  values  of  representations. 
Let  us  take  a  simple  example:  I  wake  up  in  the  morn- 
ing; to  rise  and  dress  requires  the  decision  to  do  so;  the 
two  possibilities  are  to  rise  and  to  remain  in  bed;  nothing 
is  more  natural  than,  following  a  life  long  habit,  to  rise 
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and  dress;  but  many  matters  may  influence  the  decision 
to  rise,  for  instance,  the  time:  a  glance  at  the  clock  deter- 
mines me  to  remain  in  bed;  or,  I  have  spent  a  restless 
night,  feel  somewhat  feverish,  and  therefore  decide  to 
stay  in  bed.  We  see,  then,  that  the  decision  is  only  then 
correct  and  rational  when  a  number  of  series  of  repre- 
sentations by  which  it  is  influenced  have  their  normal 
values;  and  it  is  abnormal  when  the  relative  values  of  the 
representations  are  altered  as  a  result  of  a  psychosis. 
Thus  perhaps  the  hypochondriacal  patient  does  not  rise  in 
the  morning  because,  as  a  result  of  abnormal  bodily  sensa- 
tions brought  about  by  his  mental  disorder,  he  believes 
himself  to  be  bodily  ill  and  too  weak  to  leave  his  bed." 

Aside  from  coming  to  a  normal  decision  or  to  an  abnor- 
mal one,  there  may  be  a  difficulty  in  arriving  at  any  decis- 
ion at  all  when  the  different  series  of  representations, 
from  which  a  choice  is  to  be  made,  fail  to  appear  in  the 
field  of  consciousness  or  when  they,  appear  but  slowly  and 
with  difficulty.  And  this  is  precisely  the  condition  which, 
according  to  our  hypothesis,  underlies  the  clinical  picture 
of  the  depressed  form  of  manic-depressive  insanity.  We 
have  a  state  of  intrapsychic  hypof unction ;  there  is  no 
longer  in  the  tract  AZ  the  prompt  appearance  of  two  or 
more  series  of  representations  from  which  the  choice  is  to 
be  made;  there  is  a  state  of  constant  indecision  and  a  sub- 
jective feeling  of  insufficiency  due  to  what  the  patients 
often  term  a  difficulty  in  thinking. 

In  intrapsychic  hyper  function,  such  as  is  met  with  in 
cases  of  common  drunkenness,  often  in  general  paresis, 
but  most  clearly  in  the  manic  phases  of  manic-depressive 
insanity,  the  most  striking  symptom,  perhaps,  is  flight 
of  ideas. 

Normal  activity  of  the  intrapsychic  tracts,  the  elabora- 
ting mechanism,  is  dependent  for  its  material  upon  two 
sources:  i,  immediate  sensory  impressions,  and  2,  the 
store  of  past  impressions;  the  act  consists  in  a  series  of 
associations  of  ideas  which  appear  in  the  field  of  conscious- 
ness in  a  more  or  less  logical  order.  Furthermore,  not  all 
the  representations  which  arise  in  consciousness  are  equally 
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relevant  and  useful  in  the  process  of  elaboration ;  and  here 
a  more  or  less  conscious  and  voluntary  selection  comes 
into  play  by  which  innumerable  irrelevant  or  inconse- 
quential representations,  which  arise  at  the  occasion  of 
incidental  sensory  impressions,  word-sound  associations, 
etc.,  are  suppressed,  while  useful  and  important  repre- 
sentations are  allowed  to  survive  so  that  the  main  trend  of 
mental  activity  is  preserved  in  spite  of  many  incidental 
distracting  influences.  It  is  important  to  emphasize  here, 
what  we  have  already  had  occasion  to  point  out  in  our 
discussion  of  intrapsychic  hypofunction,  namely,  that  from 
amongst  a  number  of  representations  which  appear  in 
consciousness  those  will  survive  which  have  through 
exercise  and  habit  acquired  the  greatest  value. 

Now,  in  flight  of  ideas,  it  is  clearly  apparent  that  the 
process  of  elaboration  differs  from  the  normal  process 
both  quantitatively  and  qualitatively.  Quantitatively,  in 
that  it  occurs  with  undue  ease;  all  sorts  of  sensory  im- 
pressions, which  normally  remain  unnoticed,  are  rapidly 
taken  up  and  elaborated,  and  associations  of  ideas  are 
rapidly  and  abundantly  formed.  The  qualitative  differ- 
ence which  exists  between  this  abnormal  type  of  mental 
activity  and  the  normal  consists  chiefly  in  the  inability  to 
preserve  the  main  topic  of  consideration,  the  principal 
mental  trend,  and  is  dependent  upon  an  abnormal  altera- 
tion of  the  values  of  representations:  in  the  general 
heightened  irritability  of  the  intrapsychic  tracts  the  values 
of  all  representations  are  abnormally  increased,  and, 
further,  the  normal  differences  in  their  values  are  more  or 
less  completely  obliterated, — more  or  less  completely, 
depending  upon  the  intensity  of  the  pathological  process. 

This  levelling  of  representations  (Nivellirung  der  Vor- 
stellnngen),  as  Wernicke  calls  it,  gives  rise,  furthermore, 
to  striking  changes  in  the  patient's  character;  there 
appears  a  peculiar  equanimity;  matters  upon  which  the 
subject  in  his  normal  state  feels  intensely  become  in  this 
diseased  condition  quite  equal  to  other  matters  which  are 
trivial;  "  the  sense  of  honor  of  the  army  officer,  the  sense 
of  shame  of  the  modest  girl,  the  sense  of  patriotism  of 
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the  honest  citizen,  the  sense  of  compassion  of  the  habit- 
ually kind-hearted  person,  all  disappear  in  the  maniac; 
the  maniac  lies,  cheats,  steals,  uses  obscene  language,  and 
commits  acts  of  brutality  without  the  least  compunction." 

Inasmuch  as  the  normal  outlet  of  intrapsychic  activity 
is  speech  and  action,  it  is  not  surprising  that  among  the 
most  prominent  symptoms  of  mania  are  loquaciousness 
and  craving  for  activity.  It  must  be  observed  here  that 
all  acts  of  the  maniac  no  matter  how  absurd  or  outlandish, 
are  to  be  traced  to  intrapsychic  activity,  to  ideation;  just 
as  certainly  as  all  the  peculiar  acts  of  the  restless  subject 
of  delirium  tremens  are  to  be  traced  to  psychosensory  dis- 
turbances; they  are  essentially  in  contrast  with  the  move- 
ments of  the  excited  catatonic  whose  restlessness,  as  will 
be  shown  later  on,  is  the  result  of  hyperfunction  of  the 
psychomotor  mechanism. 

The  excessive  ease  with  which  the  maniac  says  and  does 
things  brings  about  a  subjective  feeling  of  ready  produc- 
tiveness and  euphoria  which  contrasts  strongly  with  the 
subjective  feeling  of  insufficiency  and  the  sadness  of  in- 
trapsychic hypofunction.  This  feeling  of  ready  produc- 
tiveness gives  rise  in  some  cases  to  delusions  of  power, 
riches,  high  offices,  etc.  Further,  the  feeling  of  self- 
importance  coupled  with  the  great  pressure  of  activity 
causes  the  characteristic  outbursts  of  impatience,  irrita- 
bility, and  anger  which  are  so  frequently  observed  in 
maniacs. 

It  must  be  noted  here  that  instances  of  pure  intrapsychic 
hypofunction  or  of  hyperfunction  are  of  rather  exceptional 
occurrence,  the  vast  majority  of  cases  presenting  all  sorts 
of  combinations  of  phenomena  of  hypofunction,  hyper- 
function and  parafunction.  Thus  instead  of  there  being 
a  general  dearth  of  ideas,  or  flight  of  ideas,  there  may  be 
a  flight  with  greatly  limited  content — limited  either  to  a 
few  immediate  sensory  impressions  or  to  one  or  more  sim- 
ple reminiscences  upon  which  the  patient  is  harping  con- 
stantly with  slight  elaborations  and  variations.  Further, 
a  single  idea  or  a  set  of  ideas  may  acquire  undue  promi- 
nence, "increased  value,"  as  Wernicke  would  say,  while 
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of  other  ideas  there  maybe  a  dearth;  this  seems  to  be 
most  apt  to  occur  in  involutional  depressions  and  in  cases 
of  arteriosclerosis.  In  fact  the  occurrence  of  a  tenacious 
idea  or  set  of  ideas  is  quite  common,  both  in  states  of 
depression  and  in  states  of  excitement;  this  is  also  the 
case  with  recurrent  delusional  states  characterized  by  the 
appearance  of  the  same  delusions  with  each  attack. 

It  is  worthy  of  note  that  these  tenacious  ideas,  ideas  of 
abnormally  increased  value  (Ueberwerthigen  Ideen),  may 
appear  not  only  with  recurrent  attacks,  but  may  be  more 
or  less  permanently  installed  and  may  be  unaccompanied 
by  phenomena  of  depression  or  of  excitement.  Such 
cases  constitute  a  considerable  proportion  of  the  chronic 
paranoic  states  in  the  asylums. 

We  have  now  to  consider  disorders  of  the  psychomotor 
mechanism. 

It  will  be  remembered  that  the  phenomena  of  psycho- 
motor disorders  are  due  to  reduced,  or  increased,  or  per- 
verted irritability  of  the  psychomotor  tracts  and  are 
termed  respectively  hypokinesis,  hyperkinesis  and  para- 
kinesis. 

The  most  striking-  group  of  psychomotor  disorders  is 
presented  by  Knepelin's  catatonic  form  of  dementia  prae- 
cox.  But  the  same  symptom  complex  may  occur  in  other 
diseases,  as  is  shown  by  our  Case  V,  which,  you  will 
recall,  is  a  case  of  general  paresis. 

Let  it  be  borne  in  mind  that  all  mental  activity  has  only 
one  external  manifestation,  namely,  motion,  including,  of 
course,  speech.  Between  the  motor  organs  and  the  psy- 
chosensory and  intrapsychic  mechanisms  is  interposed  the 
psychomotor  mechanism;  it  is  clear,  therefore,  that  in  any 
case  of  more  or  less  marked  disorder  of  the  psychomotor 
mechanism  a  complete  analysis  of  the  mental  state  of  the 
subject  presents  peculiar  difficulties  or  may  be  altogether 
impossible. 

In  cases  of  hypokinesis  all  movements  of  voluntary 
muscles  are  more  or  less  completely  abolished;  the 
patient  remains  for  days  or  weeks  in  one  position,  staring 
into  space,  totally  mute,  and  showing  even  no  play  of 
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facial  expression;  even  those  movements  and  attitudes 
which  commonly  accompany  the  stronger  emotions  are 
absent.  What  such  a  patient  sees,  hears,  or  thinks  about 
it  is  impossible  to  know,  for  he  has  lost  the  ability  to 
externalize  his  thoughts  and  impressions  by  speech,  or  by 
facial  expression,  or  by  action.  And  yet  in  many  cases 
of  the  most  complete  akinesis  it  is  possible  to  establish  on 
recovery  that  during  the  period  of  their  illness  the  patients 
observed  and  understood  everything  that  went  on  about 
them. 

In  cases  of  hyperkinesis  and  of  parakinesis  the  difficulty 
of  psychological  analysis  is,  if  anything,  still  greater  than 
in  those  of  hypokinesis.  In  such  cases  there  is  an  excess  of 
movement,  but  the  facial  expressions,  speech,  and  acts 
are  not  the  product  of  psychosensory  or  intrapsychic 
activity,  as  they  normally  are,  but  occur  spontaneously 
and  independently  as  a  result  of  psychomotor  irritation: 
they  are  either  altogether  outlandish  and  meaningless — 
such  as  grimaces  corresponding  to  no  normal  facial 
expression,  incoherent  speech  with  senseless  neologisms, 
or  various  absurd  mannerisms, — or  they  are  still  more 
misleading  in  that  they  may  be  movement  complexes 
which  normally  constitute  the  means  of  externalizing 
actual  ideas  and  which  here  occur,  I  repeat,  independently 
of  psychosensory  or  intrapsychic  activity,  merely  as  a 
result  of  psychomotor  irritation.  It  is  in  these  cases 
especially  that  the  greatest  caution  must  be  exercised  in 
drawing  conclusions  with  regard  to  the  true  mental  state 
from  what  the  patient  says  and  does  either  spontaneously 
or  in  reply  to  questions.  Many  a  patient  is  put  down  as  being 
disoriented,  or  demented,  or  delusional  on  ground  of  his 
utterances  during  an  attack  of  hyperkinesis  or  parakinesis. 
Such  patients  laugh  when  they  do  not  feel  elated;  swear, 
curse,  and  attack  those  about  them  when  they  do  not  feel 
angry;  assume  a  dejected  expression,  wring  their  hands, 
moan,  and  sway  back  and  forth  when  they  experience  not 
the  slightest  sadness;  and  give  utterance  to  fairly  con- 
nected sentences  which  do  not  in  the  least  represent 
what  they  are  thinking  about,  which  are  spoken  altogether 
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mechanically,  and  which  may  be  wrongly  put  down  as 
delusions. 

As  in  the  case  of  intrapsychic  disorders,  instances  of 
general  afunction  or  hyperfunction  of  the  psychomotor 
mechanism  are  rather  exceptional;  in  most  cases  the  dis- 
order is,  so  to  speak,  circumscribed,  affecting  only  certain 
kinds  of  activity.  One  patient  is  constantly  jabbering  to 
himself  incoherently,  is  never  heard  to  utter  a  single  in- 
telligible, connected  sentence,  but  is  otherwise  apparently 
perfectly  normal;  he  works  daily  in  the  shoe  shop  where 
he  learned  the  shoemaker's  trade,  and  understands  and 
carries  out  intelligently  all  orders  that  are  given  to  him. 
Another  patient  shows  a  peculiar  constant  restlessness 
which  renders  him  practically  incapable  of  doing  any- 
thing,— now  he  raises  his  arm  in  the  air  for  a  few  minutes, 
now  he  turns  around  on  his  heel  two  or  three  times  to 
each  side,  now  he  walks  over  to  the  wall  and  strikes  it 
with  the  back  of  his  hand;  yet  when  spoken  to  he  will 
answer  relevantly  and  coherently. 

In  cases  in  which  the  acute  phase  of  the  psychosis  has 
passed  and  in  which  the  residual  infirmity  is  not  very  great 
a  considerable  degree  of  compensatory  readjustment  and 
re-education  is  possible.  In  these  cases  we  often  find  a 
most  curious  distribution  of  the  psychomotor  disturbance ; 
we  have  a  patient  who  always  keeps  his  hands  shut  and 
his  wrists  strongly  flexed;  he  has  no  contractures  or  paral- 
yses: he  can  easily  open  his  hands  and  extend  his  wrists, 
and  when  he  sleeps  his  hands  are  in  fact  held  in  a  natural 
position;  yet  he  is  a  good  worker  and  uses  his  hands  in 
their  peculiar  position  as  skilfully  as  the  armless  wonder 
in  the  circus  uses  his  stumps.  We  have  another  patient, 
full  of  so-called  mannerisms;  he  taps  his  nose,  grunts  and 
belches  constantly,  spits  into  his  sleeve,  and  mutters  to 
himself ;  every  morning  he  makes  up  the  beds  in  a  large  dor- 
mitory :  his  order  of  procedure  and  his  manner  of  working 
are  perfectly  stereotyped;  he  starts  in  the  same  corner  and 
ends  in  the  opposite  corner;  in  spite  of  having  to  inter- 
sperse among  his  normal  movements  all  sorts  of  accessory 
and  purposeless  movements,  he  gets  through  with  his  work 
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very  quickly,  having  learned  to  utilize  for  his  mannerisms 
in  a  most  economical  way  all  the  available  pauses;  this, 
however,  is  only  a  special  adjustment;  any  other  kind  of 
work  appears  to  be  hard  for  him ;  he  is  awkward,  slow,  and 
often  can  not  be  induced  to  attempt  to  do  anything  beyond 
his  accustomed  routine  duties. 

Aside  from  the  three  great  groups  of  symptoms  which 
have  been  discussed  there  is  still  another  symptom,  namely 
the  symptom  of  dementia.  I  use  this  term  here  in  a  lim- 
ited sense,  namely,  to  designate  an  actual  reduction  of  the 
total  mental  content  due  to  destructive  lesions.  It  must 
be  remembered  that  normally  a  process  of  gradual  efface- 
ment  of  memory  pictures  is  constantly  going  on.  Some 
representations  are  more  tenacious  than  others  either  on 
account  of  a  special  intensity  of  the  original  impression,  or 
on  account  of  a  frequent  renewal  of  the  impression  through 
repetition  or  practice.  But  pathologically,  as  a  result  of 
senile  athrophy,  or  of  arteriosclerotic  brain  disease,  or  of 
chronic  alcoholic  poisoning,  or  of  the  parasyphilitic  pro- 
cess, the  nutrition  of  the  brain  tissues  is  interfered  with, 
the  functional  elements  are  more  or  less  extensively  de- 
stroyed, and  memory  pictures  are  to  a  corresponding  ex- 
tent wiped  out.  The  diagnosis  of  dementia  in  pronounced 
cases  may  often  be  made  without  any  difficulty.  In  mild 
and  doubtful  cases  it  may  be  necessary  to  make  a  careful 
examination  following  some  scheme  which  would  enable 
one  to  determine  quantitatively  more  or  less  accurately 
the  patient's  mental  content  and  to  compare  it  with 
what  it  was  previous  to  the  onset  of  the  illness  or  with 
what  one  would  judge  it  should  be  in  a  normal  person  pos- 
sessing the  natural  capacity  and  training  approximately 
equal  to  that  of  the  patient. 

Unfortunately  in  many  cases  of  dementia  the  patient,  by 
reason  of  complicating  intrapsychic  or  psychomotor  disturb- 
ance, is  so  incapacitated  as  to  be  unable  to  co-operate  in  an 
elaborate  quantitative  examination  of  his  mental  content. 
In  such  cases  true  dementia,  if  it  exists,  can  be  only  sur- 
mised, but  can  not  possibly  be  definitely  demonstrated. 

By  purely  empirical  methods  Kraepelin  has  been  able 
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to  show  that  certain  mental  symptoms  are  of  special  prog- 
nostic significance.  Although  the  certainty  of  the  indica- 
tions afforded  by  these  symptoms  is  by  no  means  absolute, 
yet  in  the  majority  of  cases  Kraepelin's  observations  hold 
good  and  are  very  helpful.  But  if  it  is  true  that  mental 
symptoms  indicate  merely  the  particular  cerebral  mechan- 
ism which  is  affected  and  not  the  nature  of  the  pathologi- 
cal process,  that  is  to  say,  the  distribution  and  not  the  kind 
of  lesion,  then  the  way  to  a  real  elucidation  of  the  prob- 
lems of  psychiatry  lies  in  another  direction. 

Dr.  Meyer:  The  central  point  of  the  paper  is  the  ques- 
tion of  the  utilization  of  an  anatomical  standpoint  in  our 
work  in  clinical  psychiatry  as  compared  to  other  possible 
standpoints.  Dr.  Rosanoff  only  mentioned  at  the  end  the 
method  that  Kraepelin  follows,  and  I  am  a  little  afraid  that 
perhaps  the  desire  not  to  prolong  the  paper  interfered 
with  his  putting  the  matter  in  such  a  way  that  it  might 
provoke  discussion,  more  firmly  than  perhaps  is  the  case 
from  his  very  moderate  and  very  impersonal  statement. 
I  really  should  be  glad  if  Dr.  Rosanoff  would  take  the 
opportunity  to  present  from  a  semi-polemic  point  of  view 
the  contrasts  he  has  in  mind. 

Dr.  Rosanoff:  I  was  led  to  make  this  study  by  the  ex- 
perience which  I  had  in  our  morgue  and  laboratory.  When 
I  first  began  to  work  in  the  morgue  I  looked  for  the  lesions 
of  insanity  in  the  brain.  In  about  twenty  per  cent,  of 
our  autopsies  here  we  found  brain  lesions.  In  the  rest 
of  the  cases  we  found  no  brain  lesions,  either  gross  or 
microscopical,  but  we  found  lesions  in  other  organs  which 
were  of  such  a  nature  as  to  render  it  almost  certain 
— though  perhaps  not  always  demonstrable — that  a  defin- 
ite relation  existed  between  the  mental  symptoms  and 
the  disease — the  real  disease — from  which  the  patient 
suffered.  Dr.  Pritchard  will  show  you  two  kidneys  which 
were  removed  from  a  patient  who  died  on  Ward  45 ;  one 
of  these  weighed  only  24  grams;  under  the  microscope  it 
was  found  to  be  made  up  almost  entirely  of  scar  tissue, 
that  is  to  say,  absolutely  functionless  tissue;  the  other 
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kidney  was  partly  destroyed;  it  had  a  mushroom  shape, 
the  stem  being-  made  up  of  the  same  kind  of  scar 
tissue  as  found  in  the  first  kidney,  and  the  expanded  por- 
tion— weighing  only  71  grams — constituting  the  total 
amount  of  active  renal  tissue  possessed  by  the  patient. 
That  a  patient  with  such  a  renal  lesion  can  not  perform  all 
his  mental  functions  as  well  as  one  whose  kidneys  are  nor- 
mal, seems  to  stand  to  reason.  In  the  absence  of  any 
other  pathological  finding  I  would  say  that  the  cause  of 
mental  disturbance  in  this  case  was  nephritis.  Clinically 
it  is  simply  a  case  of  nephritis  with  mental  symptoms,  and 
it  should  be  treated  as  a  case  of  nephritis. 

We  had  also  cases  of  tuberculosis  which  showed  either 
the  catatonic  symptom  complex  or  an  intrapsychic  disturb- 
ance like  the  depressed  form  of  manic-depressive  insan- 
ity. Between  the  mental  disturbance  and  the  progress  of 
the  tubercular  affection  in  these  cases  we  have  often  ob- 
served a  striking  parallelism  which  was  strongly  sugges- 
tive of  a  dependence  of  the  former  upon  the  latter;  thus 
in  cases  of  progressive  or  disseminated  infection  which 
ultimately  terminated  in  death  the  mental  disorder  was 
characterized  by  chronicity  or  by  progressive  deterioration, 
while  cases  of  tuberculosis  with  a  favorable  termination 
often  showed  also  recovery  from  the  mental  trouble  in 
spite  of  unfavorable  features  in  their  symptom  complexes 
as  regarded  from  Kraepelin's  point  of  view. 

It  is  not  difficult  to  find  explanations  for  mental  disturb- 
ances occurring  in  connection  with  tubercular  infection; 
the  immediate  cause  may  be  insufficiency  of  oxygen,  or 
chronic  accumulation  of  carbon  dioxide  in  the  circulation ; 
or  the  accumulation  of  toxic  substances  resulting  from  the 
infection.  We  know  that  such  substances  are  produced  by 
the  tubercle  bacilli  and  we  know  that  they  cause  intense 
systemic  disturbances,  elevation  of  temperature,  pro- 
gressive emaciation  and  anaemia,  parenchymatous  degen- 
eration of  internal  organs,  etc.  That  these  substances 
should  produce  mental  disturbances,  just  as  alcohol  and 
other  poisons  do,  seems  extremely  probable. 

Now  in  Kraepelin's  classification  symptom  complexes  are 
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regarded  as  diseases,  and  it  is  in  this  issue  that  the  differ- 
ence in  our  viewpoints  exists.  If  dementia  praecox  can 
appear  on  a  basis  of  tubercular  disease,  chronic  nephritis, 
arteriosclerosis,  or  following  typhoid  fever  or  some  other 
acute  infection, — then  it  must  be  clear  that  in  the  cases 
which  are  grouped  together  under  the  general  designation 
dementia  prsecox  we  have  nothing  but  a  heterogeneous 
collection  of  widely  different  pathological  states  with 
similar  mental  symptoms. 

We  are  carried  away  by  the  clearly  defined  prognostic 
criteria  of  Kraepelin's  classification.  But  can  it  be  doubted 
that  if  we  took  for  our  basis  of  prognosis  the  underlying 
patliological process  we  would  gain  in  accuracy? 

Now  I  must  add  that  in  speaking  of  pathological  pro- 
cesses, I  do  not  refer  exclusively  to  anatomical  tissue 
changes,  or  chemical  processes,  but  to  any  process  leading 
to  abnormal  manifestations;  thus  we  may  have  among  our 
pathogenic  agents  mental  overwork,  emotional  shocks, 
imperfect  educational  methods,  or  formation  through 
habit  of  harmful  types  of  reaction,  as  suggested  by  Dr. 
Meyer. 

Dr.  Woodman:  It  seems  that  what  Dr.  Rosanoff  says 
about  the  origin  of  mental  symptoms  and  physical  disease 
opens  up  the  whole  question  of  the  relation  of  the  mental 
life,  normal  as  well  as  abnormal  and  insane,  to  that  of 
physical  health.  There  are  some  people  who  from  child- 
hood with  even  trivial  fever  become  delirious,  whereas 
some  other  people  of  very  different  mental  makeup  seem 
to  be  unable  to  develop  any  such  delirium.  The  psy- 
chologists have  given  us  some  ideas  that  may  give  some 
explanation  of  that.  They  find  types  of  mental  life  that 
are  based  upon  the  auditory  sense,  upon  the  visual  sense, 
on  the  motor  sense,  and  it  is  not  unreasonable  that  those 
who  thus  definitely  differ  from  others  from  infancy  should 
react  in  different  ways.  I  would  suggest  observing  cases 
with  reference  to  past  fevers,  to  past  circumstances,  dis- 
eases and  perhaps  to  dream  life,  as  possibly  giving  insight 
into  what  direction  the  mental  symptoms  of  a  given  per 
son  may  go,  irrespective  of  what  was  the  matter  with  him. 
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Of  course  there  is  one  objection  to  Dr.  Rosanoff's  view 
that  comes  up  at  once  but  which  may  not  be  fatal.  These 
cases  with  tuberculosis  do  not  seem  to  present  any  partic- 
ular set  of  symptoms  that  would  be  definitely  typical — 
at  least  I  haven't  anything  in  mind  in  that  direction — while 
there  are  certain  symptoms  of  kidney  disease  in  the  chronic 
forms  that  are  quite  different  from  the  mental  diseases 
that  we  usually  encounter  in  State  hospitals. 

Dr.  Meyer:  It  seems  that  Dr.  Woodman  has  at  last 
broken  the  ice  in  the  direction  of  giving-  some  sort'  of 
prominence  to  matters  that  I  have  most  emphatically  in- 
sisted on  in  contradistinction  to  Dr.  Rosanoff's  attitude, 
matters  which  I  did  not  want  to  bring  into  the  discussion 
because  I  hoped  that  some  of  you  would  take  up  that  issue. 
The  whole  thing  seems  to  resolve  itself  to  this.  After  all, 
as  Dr.  Woodman  says,  there  are  differences  in  constitu- 
tional makeup,  some  of  which  I  analyzed  and  described 
in  1903,  and  if  we  obtain  definite  constitutional  reaction 
types  then  is  it  not  wise  to  say  the  least,  to  speak  of  reaction 
types  as  special  characteristics  which  we  should  analyze 
with  regard  to  the  conditions  in  which  they  arise,  and  their 
modifiability,  without  necessarily  delving  into  the  hypo- 
thetical field  of  specific  mechanisms  in  the  brain  ?  In  the 
remarks  that  Dr.  Rosanoff  made  after  the  paper  he  talked 
especially  of  Krsepelin's  conceptions.  Those  of  you  who 
have  read  my  review  of  the  attitude  of  Wernicke  and  of 
Krsepelin  published  in  1903,  may  remember  the  sugges- 
tion that  the  anatomical  evidence  for  these  conceptions  is 
very  largely  spurious  and  at  least  tentative.  You  also  have 
heard  from  Dr.  Rosanoff  that  he,  himself,  in  his  autopsy 
work,  has  in  no  way  been  influenced  to  search  out  anatom- 
ical evidence  along  the  lines  of  differentiation  according  to 
Wernicke.  That  which  he  has  done  with  his  Wernicke 
scheme,  and  which  was  not  mentioned  afterwards  in  the 
discussion,  is  quite  different,  as  far  as  I  can  see;  certain 
things  speak  directly  against  Dr.  Rosanoff's  conception  of 
the  help  to  be  derived  from  anatomy.  When  we  come  to 
dementia,  especially  that  of  "dementia  praecox  ",  I  should 
like  to  appeal  to  some  of  you  of  longer  experience, 
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especially  in  chronic  services :  do  you  not  remember  having 
seen  exactly  the  reverse  of  what  Dr.  Rosanoff  has  insisted 
on  ?  There  are  cases  that  for  years  have  been  reported  as 
demented,  not  only  so  reported  out  of  carelessness  but 
really  devoid  of  all  those  reactions,  a  fact  which  should 
have  raised  the  individual  out  of  the  class  of  the  demented. 
Occasionally  during  an  acute  illness,  during  tuberculosis, 
during  prolonged  fevers  such  a  case  rises  to  a  degree  of 
responsiveness  and  clearness  that  is  perfectly  amazing. 
Of  course  you  can  make  the  statement  that  as  a  rule  the 
up  and  down  course  of  the  mental  symptoms  goes  with  the 
up  and  down  course  of  the  physical  symptoms.  That  is 
particularly  true,  if  a  perfectly  healthy  individual,  gets  into 
a  state  of  mental  reduction  through  illness — whatever  it 
may  be. 

Very  often  the  reaction  type  as  such  allows  us  to  consider 
the  possible  outcome.  For  instance,  in  the  paranoic  devel- 
opments, we  know  perfectly  well  that  as  soon  as  a  certain 
stage  is  reached  the  process  will  possibly  work  itself  out 
towards  progressiveness.  So  the  symptom  complex,  or 
reaction  type,  is  of  certain  prognostic  value ;  but  we  all 
know  that  we  have  to  take  all  the  facts  into  consideration, 
whether  they  be  toxic  matters  or  psychic  issues,  and  it  is 
the  balancing  of  all  the  facts  in  the  case  that  allows  us  to 
draw  an  inference  as  to  the  process  at  hand.  When  we 
speak  of  the  pathology  of  a  disease  we  ought  to  imply  the 
general  conception  of  the  course  of  events  in  terms  of  suffi- 
ciently definite  processes,  not  necessarily  merely  with  a 
view  to  the  anatomical  side  but  fully  as  much  with  a  view 
to  the  disorders  of  the  functional  factors.  Thus  we  find 
the  group  of  essentially  neurological  cerebral  disorders, 
the  toxic  disorders  and  disorders  that  are  essentially  auto- 
toxic,  that  is  to  say,  disorders  of  metabolism. 

Further,  we  meet  conditions  forming  entities  largely  on 
account  of  their  mental  reaction  types,  the  so-called 
symptomatic  disease  types,  either  pure  or  complex.  The 
dogmatic  term  disease  is  a  very  unfortunate  one,  as  was 
pointed  out  in  the  annual  report  two  years  ago.  The 
more  we  know  of  any  disease,  the  less  we  speak  of  the 
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facts  or  combination  of  facts  as  a  disease.  Injury  is  such 
a  plain  disorder,  that  we  hardly  call  it  a  disease.  Pneu- 
monia is  an  infective  process.  It  somehow  does  not 
figure  any  longer  as  a  "disease"  in  the  same  final  sense 
in  which  it  appeared  to  the  clinicians  of  the  past.  We 
have  rapidly  surrendered  the  dogmatic  feature  of  the  term 
disease.  From  the  time  Krsepelin's  teachings  began  to  play 
a  role  in  the  work  in  the  State  hospitals  of  New  York,  we 
have  accepted  his  groupings  without  limiting  ourselves  to 
his  views  of  nosology. 

Psychiatry  would  best  be  looked  upon  as  the  study  and 
formulation  of  reaction  types,  some  of  them  easily  trace- 
able to  extra- mental  conditions ;  others  essentially  of  the 
intrapsychic  complex  (in  which  we  might  possibly,  with 
Wernicke,  look  for  the  prominence  of  sensory,  essentially 
intrapsychic  or  psychomotor  disturbances),  reaction  types 
which  are  best  sized  up  from  a  dynamic  point  of  view 
than  from  an  anatomical  one.  We  have  to  take  into  con- 
sideration under  what  conditions  they  occur  and  what 
effect  they  may  have  on  the  future  developments.  Bal- 
ancing all  the  conditions  and  facts,  we  make  a  so-called 
diagnosis,  for  the  purpose  of  easy  identification,  but  give 
a  statement  of  all  the  facts  which  determine  the  course  of 
events  in  the  patient.  That  is,  as  far  as  I  can  see,  the 
attitude  for  which  we  all  have  been  working.  What  Dr. 
Rosanoff  said  with  regard  to  general  paralysis  has  been 
stated  over  and  over  again  and  most  emphatically  by 
Wernicke.  It  is  indeed  very  well  worth  while  studying 
various  forms  of  general  paralysis  inasmuch  as  there  we 
have  palpable  disorders,  and  it  is  probable,  or  at  least 
conceivable  that  an  overaction  of  the  manic  type  of  general 
paralysis  may  have  a  different  distribution  of  the  lesion, 
from  that  in  a  hypochondriacal  paralytic  or  a  general 
paralytic  with  hallucinations,  a  line  of  inquiry  which  has 
been  followed  out  by  Dr.  Dunlap.  I  do  not  want  to  say 
for  him  what  the  results  have  been.  As  far  as  I  know 
they  have  been  relatively  meagre.  Certainly  if  we  see 
disturbance  of  the  motor  side,  we  look  for  special  changes 
in  the  motor  apparatus;  if  we  see  sensory  disturbances  we 
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usually  examine  into  the  sensory  apparatus,  and  with 
fairly  safe  correlation  of  finding's.  But  for  a  localization 
of  the  mental  reaction  types,  our  facts  still  are  insufficient. 

We  have  good  reason  to  thank  Dr.  Rosanoff  for  his  full 
and  lucid  presentation  of  the  attitude  of  Wernicke,  but  I 
should  like  also  to  emphasize  that  the  abuses  which  he  has 
attacked  are  not  limited  to  any  one  method.  The  contrast 
between  my  mode  of  looking  at  psychiatry  and  his,  is 
after  all  turning  very  largely  on  issues  which  at  the  pres- 
ent time  do  not  play  a  role  except  as  they  are  suggestions 
of  problems;  and  as  far  as  they  suggest  problems  we  may 
well  try  some  of  the  conceptions  which  Wernicke  has 
suggested. 

Dr.  Russell:  Mr.  Chairman,  I  hesitate  a  little  about 
saying  anything  on  this  subject  but  I  feel  that  there  must 
be  a  good  many  here  who  are  able  to  say  something  that 
may  be  helpful,  in  regard  to  the  practical  working  of 
these  various  views  that  have  been  from  time  to  time 
presented  in  regard  to  the  conceptions  of  insanity.  Those 
who  took  the  course  at  the  Institute  will  remember  that 
Dr.  Meyer  went  very  thoroughly  into  the  views  of 
Wernicke  and  Kraepelin,  and  I  think  they  took  away 
something  that  must  have  been  helpful  from  all  of  them. 
Dr.  Rosanoff's  presenting  this  matter  here  to-day  reminds 
me  of  much  that  I  heard  at  the  time  at  the  Institute.  I 
must  say  that  some  of  the  conceptions  of  Wernicke  seemed 
to  be  quite  helpful  to  me.  They  enabled  one  to  character- 
ize various  actual  conditions  that  were  seen  in  the  patients 
in  such  a  way  as  seemed  to  render  them  more  lucid.  I 
am  very  glad  indeed  that  Dr.  Rosanoff  brought  up  this 
subject.  There  is  a  great  and  natural  desire  on  the  part 
of  physicians  to  draw  on  the  anatomical  basis  for  every- 
thing that  we  see  in  patients;  but  I  think  that  in  our 
work,  especially,  we  are  also  on  the  verge  of  going  over 
into  the  speculative,  and  we  have  to  be  careful  not  to  go 
any  further  than  the  facts  will  warrant.  I  think  those 
who  took  the  course  at  the  Institute  that  I  referred  to  will 
remember  that  Dr.  Meyer  also  specifically  explained  to  us 
just  how  far   anatomy   explains  mental  symptoms.  I 
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merely  refer  to  Liepmann's  case  of  one-sided  apraxia. 
There  is  a  definite  anatomical  explanation  in  certain  men- 
tal conditions,  but  that  is  about  as  far  as  the  facts  permit 
us  to  go.  Now  these  views  of  Wernicke  really  seem  to  be 
very  schematic  and  not  very  directly  applicable.  It  seems 
that  after  all  we  have  to  go  on  observing-  our  cases  and 
keeping  strictly  to  the  medical  standpoint. 

Dr.  Rosanoff:  The  remarks  which  Dr.  Woodman 
made  with  regard  to  special  individual  tendencies  as 
affecting  the  clinical  picture  of  any  psychosis,  and  the 
analogous  observations  of  Dr.  Meyer  with  regard  to  types 
of  reactions  peculiar  to  persons,  are  certainly  not  to  be 
disputed.  It  seems  to  me  that  they  rather  support  than 
disprove  the  views  which  I  have  expressed.  Some  per- 
sons, as  Dr.  Woodman  pointed  out,  become  delirious  at 
the  occasion  of  the  most  trivial  infection;  others,  even 
when  suffering  from  a  severe,  prolonged  infection,  with 
high  temperature  and  other  grave  systemic  disturbances, 
preserve  perfect  mental  lucidity.  Evidently  we  have  to 
do  here  with  differences  in  the  degree  of  vulnerability  of 
the  nervous  organizations  of  different  persons.  Further, 
as  every  one  knows,  alcoholism  in  some  cases  causes  an 
attack  of  hallucinosis,  in  others  it  gives  rise  to  an  attack 
of  mania,  and  not  infrequently  it  acts  as  the  exciting 
cause  of  a  progressive  deteriorative  process.  Here  we 
are  dealing  with  individual  differences  which,  from  Dr. 
Meyer's  standpoint,  are  to  be  regarded  as  consisting  of 
tendencies — congenital  or  acquired — in  the  form  of  special 
reaction-types.  Dr.  Woodman  would  speak  of  these 
differences  as  special  idiosyncrasies — without  suggesting 
any  theoretical  interpretation.  From  the  viewpoint  of 
my  paper,  these  individual  differences  are  to  be  accounted 
for  by  differences  in  the  degrees  of  vulnerability  of  special 
cerebral  mechanisms:  thus  I  know  an  employee  here 
who  develops  visual  hallucinations  whenever  she  takes 
morphine  in  a  moderate  dose;  I  have  seen  persons  who 
develop  a  typical  hypomanic  condition  whenever  they  take 
a  few  drinks  of  whiskey;,  and  I  have  often  observed  epilep- 
tic convulsions  precipitated  by  the  administration  of  a 
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general  anaesthetic;  it  must  be  that  in  these  persons 
certain  special  cerebral  mechanisms  are  more  susceptible 
to  the  effects  of  the  substances  which  give  rise  to  such 
pronounced  mental  and  nervous  disturbances.  I  can  see 
no  contradiction  whatever  between  the  different  view- 
points assumed  in  this  discussion. 

Finally  I  would  point  out  that  I  have  carefully  empha- 
sized at  the  conclusion  of  my  paper  the  practical  useful- 
ness of  Kraepelin's  method.  Yet  I  tried  to  show  the 
fundamental  error  of  confusing  symptom  complexes  with 
pathological  processes,  and  I  still  can  not  help  thinking 
that  for  a  real  elucidation  of  the  problems  of  psychiatry 
we  must  turn  ultimately  to  more  scientific  methods. 

Dr.  Meyer:  We  can  certainly  all  accept  this  general 
conclusion.  We  want  to  do  justice  to  all  the  possibilities. 
If  indeed  you  observe  any  cases  which  should  suggest  any 
likelihood  of  localization  of  a  process  in  a  definite  region, 
it  would  be  well  to  examine  such  material  at  the  Institute. 
But  of  course  it  takes  convincing  clinical  observations  to 
make  it  worth  while  to  enter  upon  the  inevitably  great  ex- 
pense of  time  and  labor.  There  remains  the  fact  that  for 
a  truly  practical — and  I  may  say,  also  truly  scientific — 
elucidation  of  the  facts  in  most  of  our  cases,  the  anatom- 
ical examination  will  chiefly  furnish  methods  of  a  certain 
kind  of  control.  In  order  to  reduce  the  facts  to  the  terms 
of  an  experimental  chain,  we  must  learn  to  study  chains 
of  events  and  to  single  out  the  determining  factors,  and  I 
feel  that  something  has  been  achieved  that  goes  beyond 
Wernicke,  when  we  learn  to  use  the  concrete  facts  of 
habits,  habit-conflicts,  psychogenic  disturbances  and  the 
problem  of  getting  square  with  the  demands  of  mental 
balance.  The  real  value  of  a  psychopathology  will  ulti- 
mately be  determined  not  at  the  autopsy-table,  but  in  true 
and  efficient  methods  of  psychotherapy  in  the  sense  of 
mental  orthopaedics. 
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REPORT  OF  THE  LABORATORY  WORK. 

By  Dr.  J.  A.  Pritchard, 

Of  Kings  Park  State  Hospital. 

The  clinical  work  consists  of  examinations  of  urine  (of 
which  there  are  over  one  hundred  every  month),  the  ex- 
amination of  gastric  contents;  the  examination  of  blood 
or  other  smears;  the  making-  of  blood  counts,  and  bacterio- 
logical work.  Under  the  last  heading  is  included  the 
making  of  culture  media;  the  taking  of  cultures  and  the 
examination  of  smears  from  them;  the  examination  of 
sputum  for  tubercle  bacilli,  pnenmococci,  etc. 

A  card  index  arranged  alphabetically  according  to  name 
is  kept  for  all  cultures  taken,  and  the  card  used  is  one  upon 
which  the  result  of  about  fifty  cultures  can  be  entered. 
A  similar  index  is  kept  for  all  sputum  examinations. 

The  work  in  pathological  anatomy  comprises  examin- 
ations of  material  from  operations  performed,  and  the 
work  in  connection  with  autopsies  held. 

A  record  of  the  gross  and  microscopical  findings  of  each 
autopsy  is  kept  in  the  laboratory,  and  a  copy  of  the  same 
is  filed  in  the  history  of  the  deceased. 

The  records  in  the  laboratory  are  filed  according  to 
their  autopsy  numbers  but  there  is  a  card  index  alphabet- 
ically arranged  according  to  name  where  a  summary  of  the 
findings  in  each  case  is  to  be  had. 

At  the  last  meeting  of  this  character  held  here,  which 
was  in  September,  1906,  a  report  was  read  of  the  find- 
ings in  autopsies  No.  1  to  No.  16.  Since  that  time 
one  hundred  autopsies  have  been  held;  but  the  material 
from  the  last  five  of  these  has  not  yet  been  examined 
microscopically. 

A  summary  of  the  pathological  findings  in  these  ninety- 
five  autopsies  has  been  made,  and  the  percentage  of 
abnormal  conditions  is  as  follows: 


Dura  adherent  to  the  skull   19 

Dura  thickened   7 

Pia  thickened   47 

Increased  cerebro-spinal  fluid   28 

Subdural  hemorrhage   5 
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Pachymeningitis   8 

Cerebral  hemorrhage   i 

Cerebral  softening   3 

Cerebral  tumor   1 

Cerebral  atrophy   34 

Granulations  in  floor  of  4th  ventricle   20 

Infiltration  about  blood  vessels  of  brain   15 

Plasma  cells  in  brain   14 

Vessels  at  the  base  of  the  brain  atheromatous   19 

Pericardium  adherent  to  heart   4 

Cardiac  hypertrophy   18 

Cardiac  atrophy   11 

Cardiac  dilatation   6 

Fatty  degeneration  of  heart   3 

Valvular  disease  of  heart   18 

Interstitial  myocarditis   15 

Foramen  ovale  patent   2 

Pleural  adhesions   64 

Pleural  effusion    9 

Broncho-pneumonia   41 

Lobar  pneumonia  t   6 

Pulmonary  tuberculosis   23 

Healed  tuberculosis  of  lung   33 

Peritonitis,  acute   3 

Peritoneal  adhesions   26 

Splenic  fibrosis   12 

Tuberculosis  of  spleen   5 

Amyloid  spleen   2 

Cirrhosis  of  liver   5 

Fatty  changes  in  liver   35 

Tuberculosis  of  liver   8 

Gall  stones   8 

Fatty  infiltration  of  pancreas   14 

Fibrosis  of  pancreas  25 

Interstitial  hemorrhage  in  pancreas   6 

Parenchymatous  nephritis   19. 

Interstitial  nephritis   51 

Cysts  in  the  kidney   28 

Congenital  cystic  kidney   2 

Tuberculosis  of  kidney   3 

Fatty  degeneration  of  kidney   11 

Obstructed  ureter   2 

Intestinal  obstruction   2 

Adrenal  changes     6 

Intestinal  tuberculosis   9 

Abscess  formation  (hepatic  1 — post-nephritic  1)   2 

Tumor  growths   3 

Carcinoma   2. 
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The  following  specimens  are  shown: 

I.  Kidneys  largely  transformed  into  fibrous  tissue. 
Clinically  the  case  was  that  of  a  woman  seventy-four  years 
of  age  with  atheromatous  blood  vessels.  The  diagnosis 
was  "  Epilepsy  with  dementia  ".  Convulsions  had  existed 
for  ten  years  before  her  death  and  were  severe  in  character 
but  very  infrequent. 

The  findings  were  as  follows:  Right  kidney  was  small, 
weight  seventy-one  grams.  It  was  shaped  much  like  a 
mushroom  and  contained  several  small  uriniferpus  cysts. 
Upon  the  surface  were  several  stellate  depressed  pigmented 
scars,  probably  the  remains  of  old  infarcts.  On  section, 
one  small  recent  infarct  was  found.  Left  kidney  normal 
shape,  smaller  than  the  right,  weighing  only  twenty-four 
grams.  It  contained  some  uriniferous  cysts.  On  section, 
its  cortex  and  medulla  together  were  about  one-eighth  of 
an  inch  in  thickness.  Microscopically  —  Right  kidney 
showed  slight  general  increase  of  connective  tissue;  slight 
atrophy  of  the  epithelium  of  the  convoluted  tubules; 
fibrosis  of  some  of  the  glomeruli;  in  a  number  of  areas, 
evidences  of  old  infarctions;  one  area  of  recent  infarction 
with  denucleation  of  the  parenchyma  and  infiltration  of 
the  stroma  with  red  blood  cells.  Left  kidney  showed  total 
atrophy  of  all  the  functionating  elements.  All  but  a  few 
of  the  glomeruli  were  fibrous;  no  convoluted  tubules  were 
to  be  seen  anywhere,  but  here  and  there  was  to  be  seen  a 
small  lumen  filled  with  a  hyaline  cast  and  lined  with  some 
flattened  cells — the  remains  of  a  tubule.  The  connective 
tissue  was  greatly  increased  and  densely  infiltrated  through- 
out with  round  cells.  The  walls  of  the  blood  vessels  were 
markedly  thickened,  while  there  also  appeared  to  be  a 
great  many  newly-formed  rather  thin-walled  vessels. 

II.  Heart  showing  marked  aortic  obstruction:  Clinically 
the  case  was  that  of  a  man  seventy-three  years  of  age  at 
the  time  of  his  death.  The  diagnosis  was  "  Epilepsy 
with  dementia".  His  mental  disease  had  existed  for 
several  years  before  admission  and  he  had  been  in  the  in- 
stitution for  the  five  years  previous  to  his  death.  Con- 
vulsions occurred  frequently.    Fifteen  days  before  death, 
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failure  of  cardiac  compensation  developed.  There  was  a 
loud  aortic  murmur,  oedema  of  lungs,  and  extremities,  and 
albumen  in  the  urine. 

The  autopsy  showed  ossification  of  the  costal  cartilages, 
extensive  pleuritic  adhesions,  pulmonary  oedema,  sclerotic 
liver,  aorta  dilated  but  no  atheroma.  The  dura  was  ad- 
herent to  the  calvarium,  the  pia  thickened,  and  there  was 
atrophy  of  the  cerebral  cortex. 

The  heart  weighed  720  grams,  being  both  hypertro- 
phied  and  dilated.  The  aortic  valve  was  greatly  ob- 
structed by  complete  calcification  of  the  cusps,  only  a 
small  slit-like  opening  remaining.  The  other  valves  were 
normal. 

III.  Heart  showing  fibrinous  pericarditis :  Death  caused 
by  lobar  pneumonia  at  the  age  of  sixty  years. 

Pericardium  was  congested  and  greatly  thickened  being 
in  some  places  one-quarter  of  an  inch  thick.  It  was  lined 
throughout  by  a  slightly  adherent,  greenish-white,  firm, 
shaggy  layer  of  fibrinous  exudate,  about  one-sixteenth  of 
an  inch  in  thickness.  Microscopically  the  appearance  was 
typical  of  fibrinous  pericarditis. 

IV  and  V.  Kidneys: 

These  kidneys  are  from  the  same  autopsy.  The  right 
one  has  two  ureters,  while  the  left  has  a  very  large  urinif- 
erous  cyst  at  its  lower  end. 

VI  and  VII.  Hearts: 

In  each  of  these  the  foramen  ovale  is  patent,  being 
circular  and  one-quarter  of  an  inch  in  diameter  in  one,  and 
slit-like  and  one-half  inch  long  in  the  other. 

No  attempt  has  been  made  to  correlate  the  findings  in 
connection  with  the  particular  form  of  disease. 

Dr.  Meyer  suggested  that  this  interesting  report  would 
gain  in  value,  if,  instead  of  appearing  in  a  percentual 
statement  about  the  individual  organs,  the  cases  were 
grouped  according  to  the  main  issues  or  lesion  complexes 
(such  as  arteriosclerosis,  infections,  etc.),  because  the  real 
valuation  of  a  lesion  in  one  organ  depends  so  often  on  our 
knowledge  of  the  concomitant  facts. 
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Demonstration  of  the  Auditory  Center  or  Auditory 
Receiving  Station  in  a  Brain-Cast.    By  Dr.  Meyer. 

Of  the  superficial  parts  of  the  three  lateral  temporal 
convolutions,  only  very  little  of  the  first  temporal  convo- 
lution belongs  to  the  auditory  receiving  station  proper. 
The  bulk  of  the  auditory  receiving  station  is  hidden  in  the 
Sylvian  fossa  and  is.  formed  by  the  transverse  temporal 
gyri.  The  method  chosen  in  reconstructing  our  serial 
sections  aims  to  get  a  picture  of  the  Sylvian  surface  of 
the  temporal  lobe. 
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ON  MENTAL  PHASES  PRESENTED  BY  EPILEPTICS 
ADMITTED  DURING  PAST  YEAR,  WITH  DEMON- 
STRATION OF  CASES. 

By  Dr.  W.  H.  Sanford, 
Of  Kings  Park  State  Hospital. 

In  looking  over  our  records  of  patients  admitted  during 
the  year  from  March  i,  1907,  to  March  1,  1908,  I  find  that 
among-  the  women  patients  there  have  been  eleven  epilep- 
tics, one  of  these  patients  having  been  committed  twice 
to  this  institution  during  that  period,  and  counted  as  one 
admission. 

Before  taking  up  the  mental  condition  of  these  cases,  it 
might  be  interesting  to  look  over  a  few  statistics  concern- 
ing them.  As  one  of  the  patients  is  too  demented  to  give 
information  concerning  herself,  and  had  no  correspondents 
to  give  any  history,  she  will  not  be  included  under  some 
of  the  headings  of  this  consideration. 

First  as  to  age:  the  youngest  one  was  16  years  old; 
then  two  were  but  17  ;  the  rest  range  to  the  age  of  43  years. 

Four  are  married,  and  three  have  given  birth  to  healthy 
children,  who  so  far  present  no  mental  nor  physical  ab- 
normalities ;  excepting  one  which  died  in  infancy  of  maras- 
mus. The  fourth  woman  was  six  months  pregnant,  when 
she  had  severe  convulsions  which  were  diagnosed  as 
ursemic,  so  labor  was  induced.  All  of  these  offspring  are 
still  children,  the  oldest  being  12. 

Only  one  patient  has  had  much  education,  the  others 
having  an  ordinary  or  little  education.  The  husband  of 
one  is  quite  prosperous;  five  patients  seem  to  have  comfort- 
able homes,  and  five  have  been  living  in  poverty,  although 
all  seem  to  have  had  sufficient  nourishment. 

None  of  the  patients  is  colored.  Ten  are  natives  of  this 
country,  the  other  being  Irish  and  of  Irish  parentage.  Of 
the  ten  born  in  this  country,  four  had  American  parents; 
five  were  of  German  parentage,  and  the  parents  of  the 
others  were  born  in  Ireland. 

Concerning  heredity  not  much  of  especial  interest  could 
be  learned.    One  patient's  mother  has  been  a  patient  in 
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this  hospital  for  many  years,  but  is  not  an  epileptic;  none 
of  the  relatives  of  any  of  the  patients  have  epilepsy,  so 
far  as  was  ascertained.  Two  histories  showed  tendency 
toward  cerebral  hemorrhage.  Both  the  father  and  mother 
of  another  patient  died  of  pulmonary  tuberculosis. 

As  to  the  recurrency  of  the  attacks  of  insanity,  we  find 
that  three  of  these  patients  have  had  one  previous  attack 
of  practically  similar  character  to  the  present  one.  A 
fourth  case  who  had  a  psychosis  of  several  years'  duration, 
seemed  to  recover,  but  as  the  interval  was  of  such  short 
duration,  and  she  has  improved  several  times  since  then, 
only  to  relapse,  the  apparent  recovery  was  probably,  in 
reality,  only  a  remission. 

Of  all  the  cases,  only  one  showed  any  symptom  of  an 
organic  lesion  of  the  central  nervous  system;  she  has  a 
partial  hemiplegia  dating  from  infancy;  she  and  one  other 
patient  are  distinctly  imbeciles  of  fairly  high  grade;  three 
others  have  stigmata  of  degeneration,  and  seem  not  to 
have  been  of  quite  normal  intelligence  before  the  onset  of 
the  psychosis. 

Following  is  a  list  of  ages  at  which  the  convulsions  be- 
gan: two  began  to  have  seizures  in  infancy,  and  of  these, 
one  had  no  more  for  several  years  afterward,  having  only 
one  when  a  baby;  the  other  continued  to  have  them  at  ten, 
twelve  and  a  half  and  fifteen  years;  two  began  at  the  age 
of  sixteen  years;  twenty-three  and  twenty-seven  years; 
the  two  latter  developing  them  during  the  first  pregnan- 
cies. Excepting  these  and  the  hemiplegia  case,  no  causes 
were  to  be  found  for  the  epilepsy,  unless  puberty  might 
have  had  some  relation  to  the  onset  of  the  disease,  as 
in  five  cases  the  beginning  of  the  convulsions  was 
coincident  with  the  age  of  puberty.  Nearly  all  com- 
plain that  the  convulsions  are  more  severe  near  the 
menstrual  epoch,  either  before,  during  or  after.  In  all  of 
the  cases  the  psychosis  did  not  develop  until  several  years 
after  the  first  convulsion,  but  no  other  cause  of  the  in- 
sanity was  ascribed,  excepting  the  case  of  palsy;  the  de- 
mented patient  who  presented  some  senile  changes,  and  a 
third  one  in  whom  the  symptoms  followed  the  induction  of 
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a  six  months'  miscarriage,  for  trouble  which  was  diagnosed 
as  B rights'  disease  with  eclampsia;  possibly  one  should 
also  consider  the  defective  intelligence  and  stigmata  of 
degeneration  in  connection  with  the  etiology  of  the  psy- 
choses, as  well  as  the  causes  of  the  epilepsy. 

In  comparing  the  mental  states  of  these  patients  com- 
ing under  our  observation  during  the  past  year,  it  seems 
impossible  to  arrive  at  any  result  which  would  justify  one 
in  grouping  them  under  any  heading  which  could  be  con- 
sidered a  symptom  complex  of  an  epileptic  psychosis. 
Five  had  well  marked  delusions;  five,  hallucinations, 
mostly  of  hearing.  In  five  there  was  a  history  of  true 
depression  and  some  anxiety  as  a  result  of  their  delusions, 
but  little  was  exhibited  after  admission,  nor  was  there 
retardation.  Aside  from  some  restlessness,  no  manic 
symptoms  were  displayed.  In  four  there  was  evidence 
that  deterioration  from  the  patient's  normal  mental  pro- 
cess had  set  in.  There  seemed  to  be  a  blunting  of  the  moral 
sense  in  most  of  them  and  they  were  inclined  to  be  irrita- 
ble, fault-finding  and  disagreeable,  as  a  class.  Unusual 
religious  ostentation  which  is  said  to  be  common  among 
epileptics  was  present  in  only  one  case  and  she  did  not 
display  this  tendency  to  an  extreme  degree.  A  feature 
which  seems  remarkable  to  me,  is  the  indifference  dis- 
played by  the  patients  as  regards  their  epilepsy.  One 
would  think  that  the  liability  of  falling  down  in  a  convul- 
sion, in  any  place,  and  at  any  time,  would  cause  much 
mental  anguish  and  dread,  but  careful  questioning  of  the 
patients  on  this  subject,  elicited  but  little  concern,  even 
though  some  did  worry  over  the  fact  that  their  minds 
were  affected,  making  it  necessary  for  them  to  be  kept 
away  from  their  homes.  This  indifference  towards  the 
convulsions  does  not  seem  to  be  limited  to  those  having 
psychoses,  as  so  often  an  optimistic  view  of  them  is  shown 
by  sane  epileptics,  who  will  frequently  say  that  their 
"fits  are  much  lighter  of  late,"  or  else  of  much  less  fre- 
quency, when  in  reality  such  is  not  the  case,  and  they 
often  seem  to  consider  them  as  only  a  little  inconvenient. 
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Following  is  a  brief  outline  of  the  especial  mentation  of 
the  patients: 

C.  M.  Said  to  be  aged  50,  but  appears  much  older; 
presents  nothing  of  interest;  she  is  completely  dis- 
oriented, with  pronounced  dementia;  memory  greatly 
impaired  for  both  remote  and  recent  events.  Her  commit- 
ment paper  states  that  she  was  violent  and  disturbed,  but 
since  coming  here  she  has  been  quiet. 

M.  B.  Aged  24  years;  was  a  patient  here  from  Octo- 
ber, 1899,  to  September,  1900:  since  then  has  been  for 
some  time  in  Long  Island  State  Hospital.  She  is  a  little 
simple,  but  her  orientation,  grasp  and  memory  are  intact. 
She  had  appendicitis  at  the  age  of  13,  before  her  menses 
began;  when  operated  on,  her  ovaries  were  removed. 
While  here  before,  she  feared  people  were  going  to  kill 
her;  thought  she  had  been  a  terrible  sinner,  etc.,  but 
while  at  home,  and  during  her  stay  here  this  time,  she  has 
had  no  delusions  nor  hallucinations.  She  is  irritable, 
troublesome  and  fault-finding,  having  outbursts  of  temper 
and  insolence;  at  home  was  excitable  and  violent;  family 
could  not  live  with  her.  She  realized  this,  admitting 
that  she  loses  control  of  her  feelings,  and  is  sorry  after 
the  outburst  is  over. 

J.  T.  This  is  the  patient  who  was  readmitted  during 
the  year;  aged  38  years;  was  here  from  June  29,  1907, 
until  August  23,  1907;  discharged  recovered.  When 
admitted  the  first  time  she  was  extremely  agitated  and 
disturbed  and  had  been  for  several  days;  thought  people 
were  going  to  harm  her,  kidnap  her  child,  interpreting 
every  act  of  those  about  her  as  directed  against  her;  was 
violent,  filthy  and  destructive;  speech  incoherent  and 
hardly  any  relevant  replies  could  be  obtained  from  her; 
continual  auditory  and  visual  hallucinations;  insight, 
orientation  and  grasp  were  practically  lost.  This  con- 
tinued for  five  days,  from  which  time  she  rapidly  improved, 
the  hallucinations  and  delusions  ceasing  within  a  short 
time,  leaving  considerable  confusion,  which  cleared 
rapidly  and  disappeared,  excepting,  even  when  recovered 
she  could  not  remember  events  happening  just  before  and 
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after  her  admission  here.  Six  years  ago  she  had  both 
ovaries  removed  in  the  hope  of  curing  her  epilepsy,  the 
seizures  being  more  frequent  at  the  menstrual  period,  but 
the  operation  had  no  effect  on  them.  From  the  time  of 
her  discharge  she  continued  well  mentally  until  the  first 
part  of  February  when  she  became  depressed  and  rapidly 
developed  a  delirium  similar  to  her  first  one,  with  the  fear 
of  harm,  calamity,  hallucinations,  violence  and  destruc- 
tiveness.  This  lasted  for  three  weeks  and  as  before 
cleared  up  very  rapidly,  leaving  her  with  amnesia  for 
recent  events;  she  is  still  a  little  mixed  up,  seems  childish 
and  a  little  simple;  she  is  also  fault-finding,  telling  lies 
about  her  treatment  and  is  quite  two-faced.  Her  hered- 
ity is  negative;  her  father  died  during  her  mother's 
pregnancy,  causing  the  mother  considerable  shock  and 
worry. 

L.  B.  Is  of  a  low  type,  has  had  one  previous  attack 
about  a  year  ago,  she  says,  although  her  statements  are 
rather  unreliable.  She  has  attacks  of  excitement  and 
violence  which  she  knows  absolutely  nothing  about  after- 
ward; this  time,  she  had  thrown  her  infant  out  of  the 
window;  someone  happened  to  be  passing  and  caught  it, 
so  the  child  was  not  injured.  At  Kings  County  Hospital 
she  was  restless  and  incoherent;  however,  when  she 
reached  here,  she  was  rational,  but  said  she  had  known 
nothing  about  the  violence  toward  her  child,  excepting 
what  had  been  told  her;  she  showed  no  regret  concerning 
it,  demanding  her  release,  saying  she  probably  would  not 
do  it  again.  She  was  well  oriented  and  her  memory, 
excepting  for  these  outbursts  of  violence  was  fair,  after 
a  few  days  residence  here,  although  it  and  her  retention 
were  somewhat  impaired  at  first.  She  said  she  had 
seemed  to  see  and  hear  her  dead  mother  and  other 
people  during  her  outbursts — she  was  not  sure  whether 
these  ideas  were  imaginary;  delusions  of  persecution; 
she  was  sullen,  insolent  and  fault-finding;  discharged 
unimproved. 

F.  V.  Is  a  high  grade  imbecile;  a  few  days  before 
admission  became  restless,  noisy  and  boisterous;  no  pre- 
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vious  attacks;  when  admitted  she  lay  in  bed  and  for 
several  hours  cried  in  a  most  peculiar  manner,  her 
cries  sounding  just  like  the  wailing-  of  a  one-year-old  child; 
did  not  shed  any  tears;  was  resistive  and  would  not  speak. 
For  a  few  days  she  was  disoriented,  restless  and  trouble- 
some but  rapidly  improved,  returning  to  a  quiet  state 
within  a  few  days  and  her  disorientation  clearing  up;  she 
remembered  all  about  her  outburst,  but  could  not  explain 
it;  had  no  delusions  nor  hallucinations;  memory  good  and 
she  continues  quiet. 

M.  K.  When  at  home,  she  was  agitated  and  feared 
someone  was  going  to  kill  her,  but  since  her  admission 
last  October  she  has  shown  no  delusions  nor  hallucinations, 
but  there  has  been  a  most  profound  confusion  which  has 
shown  practically  no  change;  she  can  seem  to  realize 
hardly  anything,  being  unable  even  to  finish  an  entire 
sentence.  Retention,  grasp  and  memory  are  almost 
abolished;  she  frequently  has  convulsions  and  just  before 
a  seizure,  will  often  start  and  run  blindly  down  the  ver- 
anda, bumping  into  the  chairs,  wall  or  any  obstacle. 
Sometimes  she  understands  the  meaning  of  simple  speech, 
but  lacks  all  power  of  mental  concentration. 

L.  H.,  43  years  old;  has  had  convulsions  all  her  life; 
she  has  been  insane  for  years  and  she  states  that  even  as 
a  child  she  had  beautiful  visions  and  thoughts;  has  been 
in  various  private  sanitariums  for  her  epilepsy;  had  to  be 
committed,  as  she  recently  became  noisy  and  threatening 
at  time  of  convulsions;  has  partial  insight,  but  says  her 
ideas  are  so  pleasant,  that  she  is  glad  to  be  insane;  sees 
and  hears  the  Savior,  angels,  children;  thinks  she  is  in 
heaven  at  times;  furniture  and  food  turn  into  people  and 
animals  who  talk  to  her;  indescribably  pleasant  feelings 
pass  through  her  body,  etc.  She  does  not  remember  what 
happens  during  her  outbursts  of  violence,  but  realizes  she 
has  them;  otherwise  her  memory  is  excellent,  well  ori- 
ented; good  grasp,  for  although  it  seems  to  her  as  if  she 
were  in  heaven,  she  can  really  tell  where  she  is.  She  is  a 
little  childish,  but  still  fairly  intelligent.  Has  an  aura — a 
queer  feeling  in  stomach. 
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J.  S.,  19  years  old;  has  menstruated  but  twice  and  that 
during-  past  year.  Has  had  convulsions  since  the  age  of 
ten;  for  past  few  years  has  been  growing  childish,  but 
had  no  psychosis  until  a  few  days  before  admission  when 
she  became  violent,  threatening  and  apprehensive  of  harm 
and  poison;  when  admitted  she  was  well  oriented  and  her 
memory  was  good,  realizing  she  had  these  outbursts, 
losing  selfcontrol  and  said  she  could  not  help  them.  After 
admission  she  had  frequent  disturbed  spells,  being  resist- 
ive and  violent,  fearing  harm,  she  could  not  tell  what,  no 
hallucinations  and  she  remembered  after  she  became 
quieter,  her  actions  during  the  outburst,  whined  and  cried 
a  good  deal;  was  jealous  and  fault-finding;  had  frequent 
convulsions;  no  aura.    Was  discharged  as  improved. 

M.  H.,  17  years  old;  she  is  the  case  who  has  had  par- 
tial hemiplegia  since  infancy,  and  is  an  imbecile;  while 
at  home  she  had  disturbed  periods,  being  violent  and 
assaulting;  on  admission  she  was  well  oriented ;  memory, 
grasp  and  insight  good;  childish  but  well-behaved;  she 
admitted  being  very  irritable  if  slightly  provoked,  and 
said  she  once  tried  to  kill,  with  an  axe,  her  sister,  who 
was  bothering  her;  no  confusion,  and  she  remembers  all 
events  happening  when  she  is  disturbed;  retention  good; 
had  auditory  and  visual  hallucinations  imagining  she  saw 
and  heard  her  dead  mother;  heard  bells  rung  by  dead 
people  and  these  sounds  had  existed  for  a  month. 

A.  M.,  19  years  of  age;  had  one  convulsion  when  she 
was  16  years  old,  no  more  until  one  month  previous  to  her 
admission,  when  she  was  six  months  pregnant  and  then 
had  repeated  seizures;  her  physicians  said  she  had  eclamp- 
sia and  induced  labor;  she  became  restless  and  excited; 
became  quieter,  then  grew  restless  and  agitated  having 
auditory  and  visual  hallucinations;  became  disoriented 
and  very  confused;  feared  harm  and  persecutions;  finally 
jumped  from  a  window  to  escape  imaginary  enemies, 
showed  considerable  confusion  after  admission  and  re- 
tained her  hallucinations;  her  urine  was  negative  on 
admission;  only  partial  insight;  depressed  and  worried; 
grasp  impaired. 
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L.  B.,  whom  I  am  presenting  to-day,  is  17  years  of  age; 
her  heredity  is  absolutely  negative,  entire  family  being 
normal;  all  immediate  ancestors  strictly  temperate;  father 
and  mother  refined  and  intelligent  and  in  comfortable 
circumstances.  Her  mother  had  a  normal  pregnancy  and 
confinement,  excepting  for  slight  anaemia  and  nervousness. 
There  has  never  been  discovered  any  cause  whatever  for 
the  patient's  epilepsy,  although  she  has  been  treated  by 
various  physicians  and  specialists.  She  was  a  good- 
natured,  lovable,  heathly  child,  being  unusually  bright  and 
progressive  in  her  school  work  and  piano  lessons.  When 
eight  years  old,  she  with  her  sister  and  aunt  went  after 
berries  out  in  the  country;  a  negro  attempted  to  rape  the 
aunt,  but  was  driven  away  by  their  screams.  This  event 
however  seemed  to  have  no  permanent  bad  effect  on  her, 
as  she  was  too  young  to  realize  much  about  it.  Had  her 
first  convulsion  when  six  months  old.  When  eleven  and 
a  half  years  old  she  had  her  second  convulsion  just  after 
she  had  gone  to  bed,  and  just  six  months  to  a  day,  she  had 
her  third  seizure.  For  a  time  afterward,  she  had  petit 
mal  frequently  and  then  either  grand  mal  and  petit  mal 
ever  since.  The  attacks  have  been  very  irregular;  she 
would  sometimes  go  four  weeks  without  one  and  then 
again  would  have  two  or  three  within  twenty-four  hours. 
She  reached  puberty  at  the  age  of  thirteen,  but  her 
menstruation  has  always  been  very  irregular  often  skip- 
ping periods  for  six  months.  There  is  no  relationship 
between  her  menstruation  and  the  frequency  or  severity 
of  her  convulsions. 

Although  her  intelligence  was  unimpaired  she  had  to  be 
taken  from  school  at  the  age  of  thirteen,  because  she  had 
so  many  convulsions  that  it  annoyed  the  pupils  and  teach- 
ers. She  was  sent  to  Craig  Colony  at  Sonyea  in  June, 
1907 ;  there  she  developed  delusions  of  persecution  (thought 
the  nurses  stole  all  her  property,  etc.),  was  irritable, 
finally  became  completely  confused  and  was  discharged  in 
September,  1907,  with  the  recommendation  that  she  be 
sent  to  a  hospital  for  the  insane;  she  was  kept  at  home 
and  rapidly  improved,  her  confusion  clearing  up  and  after 
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a  few  weeks  she  had  returned  to  a  perfectly  normal  mental 
state,  though  the  convulsions  continued.  From  January 
21,  1 90S,  to  February  7,  1908,  she  had  none,  but  then  they 
became  frequent,  and  from  that  date  she  steadily  grew 
worse  mentally,  the  confusion  coming  on  rapidly.  From 
February  11  to  February  16,  her  speech  was  entirely  irra- 
tional and  incoherent,  so  she  was  sent  to  Kings  County 
Hospital. 

All  kinds  of  drugs  and  treatments  have  been  given  her, 
including  various  tonics,  anti-epileptic  remedies  and  even 
thyroids,  but  the  only  treatment  which  seemed  to  be  of 
use  was  the  administration  of  bromides  which  she  has 
taken  for  years,  more  or  less  continuously;  this  did  not 
stop  the  convulsions,  but  decreased  their  number  and 
severity. 

For  her  have  been  prescribed  all  kinds  of  diets — salt  and 
coffee  refused  her,  etc.,  but  they  were  not  effectual.  Beef 
always  made  her  epilepsy  worse,  but  lamb  did  not;  other- 
wise diet  seemed  negative.  She  was  admitted  here  Feb- 
ruary 19.  The  following  is  the  admission  note:  Patient 
came  quietly  to  the  hospital  and  since  admission  has  been 
orderly  and  tractable  but  exceedingly  confused ;  appears 
retarded  in  speech  and  movements  on  account  of  her  ex- 
treme confusion ;  memory  is  good  for  remote  events  but 
very  poor  for  recent  happenings,  although  she  seems  a 
little  better  than  she  must  have  been  when  the  commit- 
ment papers  were  filled  out;  she  is  oriented  for  month, 
year  and  day  of  week,  but  not  day  of  month,  although  she 
knows  that  Saturday  will  be  the  22nd.  It  took  her  several 
minutes  to  figure  out  the  day  of  the  month  from  that,  but 
she  finally  accomplished  it.  She  could  name  only  four 
cities  and  even  when  the  capitol  of  the  United  States,  the 
place  where  the  President  lived,  was  suggested  she  could 
not  name  the  fifth  city.  She  is  conscious  of  her  mental 
deficiency  exclaiming,  ''I  can  not  understand  it,  my 
mind  has  gone  back  on  me,"  at  the  same  time  she  laughs 
in  ridicule  when  it  is  suggested  that  she  is  insane;  she  is 
able  to  calculate  readily,  answering  problems  in  subtrac- 
tion and  multiplication  promptly  and  correctly;  has  dearth 
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of  ideas;  can  tell  about  events  in  her  past  life,  but  has  no 
idea  how  long  ago  she  was  at  Craig  Colony,  can  not  even 
tell  whether  she  came  here  to-day  or  yesterday;  has  no 
idea  how  long  she  was  at  the  hospital  in  Brooklyn,  nor  its 
name,  although  she  says  that  on  the  way  down  here  they 
first  took  a  coach,  then  a  train,  changing  cars  once,  but 
Can  not  tell  any  more  about  to-day's  happenings. 

Since  admission,  we  have  purposely  given  her  no  bro- 
mides to  see  whether  her  confusion  may  have  been  partly 
due  to  their  action,  as  she  had  a  most  pronounced  bromide 
rash,  although  no  other  especial  physical  abnormalities. 
She  has  had  frequent  but  irregular  convulsions,  without 
any  aura  or  warning;  she  rapidly  recovers  from  them  and 
they  seem  to  leave  no  increased  mental  effect.  She  is 
rather  childish,  but  extremely  neat,  orderly  and  well- 
behaved,  although  a  little  irritable  at  infrequent  periods. 
Her  confusion  has  cleared  quite  a  little,  although  con- 
siderable yet  remains,  and  mental  sluggishness  is  promi- 
nent, shown  by  the  fact  that  it  takes  her  some  time  to 
reason  out  things,  e.  g.,  she  keeps  her  music  in  a  square 
table  which  has  carved  boards  on  each  side,  next  the  top, 
all  alike;  one  of  these  is  the  end  of  a  drawer  which  pulls 
out.  This  side  had  always  faced  the  piano,  but  one  day 
the  table  had  been  turned  around;  yet  it  took  her  several 
minutes  to  reason  this  out  and  she  tugged  and  tugged  at 
the  board  facing  the  piano  for  some  time ;  however,  she 
finally  solved  the  trouble  herself.  She  plays  fairly  well 
and  takes  much  interest  in  her  surroundings,  speech 
relevant  and  coherent,  but  jerky  on  account  of  the  fact  that 
she  often  has  to  stop  and  think  up  the  words  she  uses,  so 
her  phrases  are  stilted  and  peculiar  at  times.  She  sets 
herself  certain  mental  tasks — such  as  daily  figuring  up  the 
date,  how  much  fruit  she  has  left,  etc.,  which  she  does 
accurately;  says  this  is  Kings  Park  State  Hospital,  but 
seems  to  think  it  is  an  institution  for  epileptics  and  can 
not  understand  why  anyone  should  ever  consider  her  in- 
sane, although  she  often  spontaneously  says  that  her 
memory  is  not  what  it  used  to  be,  and  she  keeps  praying 
that  she  will  get  better  of  this  and  also  the  epilepsy. 
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She  has  no  idea  how  long-  she  was  at  Craig  Colony,  and 
some  time  even  confuses  this  place  with  that.  Has  no  re- 
membrance of  her  trip  down  here  nor  her  admission  here. 
Her  memory  for  remote  events  is  much  better.  Has  no 
true  attacks  of  petit  mal  although  she  says  that  some- 
times she  feels  her  fingers  cramp  up  and  become  flexed 
when  she  plays  the  piano  and  she  has  to  stop  playing  on 
this  account,  although  no  real  convulsion  ensues;  she 
knows  the  names  of  some  of  the  nurses,  but  others  she 
can  not  keep  in  mind.  She  eats  and  sleeps  well  and  has 
gained  some  physically. 

In  the  demonstration,  the  patient  admitted  poor  mem- 
ory. She  thinks  she  went  to  Sonyea  in  January  (really  in 
May)  and  does  not  remember  the  trip  back.  There  is  no 
memory  of  the  mental  disorder  in  Sonyea,  and  only  a 
vague  unpleasant  memory  of  the  place,  without  any  details 
of  the  ideas  of  persecution,  etc. 

In  the  discussion  Dr.  Meyer  asked  for  a  summing  up  of 
the  experience  and  a  comparison  of  the  results  with  some 
definite  statements  in  text-books  and  other  literature. 

Dr.  Sanford,  insisting  on  the  lack  of  a  uniform  picture, 
said:  In  five  cases  a  fear  of  persecution  and  that  some 
calamity  would  befall  them,  that  people  were  going  to 
kidnap  their  children  and  they  were  going  to  be  killed, 
burned  and  murdered,  were  quite  prominent,  but  these 
ideas  were  usually  the  result  of  hallucinations. 

On  admission  most  of  the  cases  were  over  the  hallucina- 
tory episode,  although  some  of  them  had  hallucinations 
after  they  reached  here.  These  episodes  in  most  of  them 
seemed  to  be  of  short  duration,  many  of  them  clearing  up 
before  reaching  the  hospital.  Some  cases  were  very  sus- 
picious and  thought  that  we  were  not  treating  them  the 
way  they  should  be,  but  that  was  not  present  in  all.  Those 
delusions  of  persecution  were  prominent  in  five  cases, 
only,  out  of  the  eleven,  and  all  but  two,  who  had  these 
outbursts  of  disturbance  and  did  not  recall  after  their  re- 
covery, what  had  happened  during  them.  Some  of  them 
had  a  depressed  spell,  were  restless  and  disturbed  and  lost 
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control  of  themselves,  but  could  not  remember  these 
events.  One  of  the  cases  could  remember  distinctly  what 
she  had  done.  Most  of  them  were  well  oriented.  They 
seemed  to  show  shallowness  in  their  emotional  reaction. 
Most  cases  showed  some  little  deterioration,  although 
their  memory  was  good  in  almost  all  cases. 

Dr.  Spratling  maintains  one  finds  almost  any  kind  of 
mental  disorder  in  the  epileptic,  especially  manic-depres- 
sive disorders.  I  have  not  seen  any  that  had  a  real  manic 
attack.  There  is,  I  believe,  one  patient  in  this  hospital 
who  had  such  an  attack. 

Dr.  Meyer:  The  manic-depressive  reaction  is  indeed 
relatively  rare  in  epileptics.  The  claim  to  the  contrary 
seems  to  come  from  taking  any  kind  of  excitement  for  a 
manic  state.  Another  question  especially  important 
medico-legally  is  whether  epileptics  remember  the  epi- 
sodes or  not.  Partial  or  even  fairly  complete  remembrance 
seems  to  occur.  This  point  might  well  receive  further 
attention  in  our  hospitals. 
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CASES    ILLUSTRATING    PSYCHOGENIC    FACTORS  INT 
THE  CAUSATION  OF  INSANITY. 

By  Dr.  D.  L.  Ross, 

Of  Kings  Park  State  Hospital. 

A.  D.  Is  60  years  old;  a  widow,  without  occupation; 
born  in  Germany,  and  was  admitted  August  24,  1907. 

Family  history,  negative.  The  patient  was  healthy  as 
a  child;  had  a  college  education;  married  in  1876  at  age 
of  28,  has  had  three  children;  one  dead  from  rheumatism 
at  the  age  of  13;  the  other  two  living  and  well.  She 
drank  beer  moderately.  At  the  age  of  20  she  was  inclined 
to  be  melancholic  over  love  affairs  but  not  in  a  manner  to 
interfere  with  her  going  about.  She  says  her  whole  mar- 
ried life  has  been  unhappy  on  account  of  the  unfaithful- 
ness of  her  husband;  her  daughter  married  a  man  who  is 
a  drunkard  and  this  has  worried  her  also;  she  has  always 
been  inclined  to  look  on  the  dark  side.  Nearly  twenty 
years  ago  she  states  she  showed  marked  mental  depression, 
owing  to  her  husband's  becoming  bankrupt,  and  she  has 
never  quite  recovered  from  the  shock.  After  bankruptcy 
she  came  to  America.  Her  husband  always  treated  her 
well,  but  during  the  entire  period  of  her  married  life  he 
was  untrue  to  her,  having  various  mistresses,  being  inti- 
mate with  the  servants,  etc.  She  did  not  find  this  out  for 
quite  awhile;  after  this,  she  lived  with  him  for  some  time 
although  she  felt  badly  about  it.  Ten  years  ago  they 
agreed  on  a  divorce;  her  husband  died  later  in  Germany 
of  general  paresis.  Ever  since  the  divorce  she  has  been 
very  depressed  and  seclusive,  would  not  leave  the  house 
and  imagined  that  everyone  knew  about  her  domestic 
troubles,  and  that  everyone  that  looked  at  her  thought  of 
the  divorce  and  her  husband's  infidelity.  About  this  time 
she  went  through  the  change  of  life.  For  the  past 
ten  years  she  would  not  go  anywhere  and  often  during 
the  last  five  years  had  hallucinations  of  hearing;  she 
imagined  people  were  accusing  her  of  being  a  bad  woman. 
She  has  lived  with  her  daughter's  family  but  did  not  asso- 
ciate with  them,  keeping  to  herself,  brooding  over  her 
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troubles.  For  at  least  seven  years,  probably  longer,  she 
has  had  active  delusions  of  a  persecutory  nature  against 
almost  everyone  she  met;  her  family  had  to  move  several 
times  on  account  of  these  ideas  against  neighbors. 
Auditory  hallucinations  were  very  active;  she  was  appre- 
hensive, thought  she  and  the  family  were  to  be  burned, 
cut  up,  killed,  etc.,  by  imaginary  unknown  persecutors. 
The  voices  were  always  accusing  her  of  immorality, 
threatening  her,  etc. 

She  was  committed  August  24,  1907,  because  she  talked 
irrationally;  she  was  nervous  and  excitable;  said  she  had 
been  persecuted  for  the  past  three  (?)  years  by  people 
who  follow  her  about  talking  about  her;  they  follow  her  to 
New  York  or  Philadelphia  and  also  out  here;  she  heard 
them  last  night,  they  keep  her  from  sleeping;  neighbors 
say  she  is  crazy.  She  recently  fled  to  New  York  to  get 
away  from  her  persecutors  who  are  strangers  to  her  and 
follow  her  on  the  streets  and  wherever  she  goes,  night 
and  day. 

The  physical  examination  on  admission  showed  reflexes 
absent;  tremors  of  lids,  tongue  and  hands;  the  urine,  sp. 
gr.  1.030,  with  sugar  and  a  few  hyaline  casts. 

Mental  status  on  admission.  She  was  very  depressed 
and  agitated.  Oriented  for  time  and  person;  grasp  on 
surroundings  and  past  were  fair;  partial  insight:  she  says 
she  was  sent  here  because  she  was  melancholy  and  because 
she  would  not  go  out  among  people  and  care  for  nothing. 
Retention  and  memory  for  remote  events  was  somewhat 
impaired.  She  said  unknown  persecutors  followed  her 
everywhere;  she  hears  them  threatening  and  talking 
about  her  all  the  time,  these  voices  accuse  her  of  being  an 
immoral  woman,  etc.  She  does  not  see  why  she  should 
be  persecuted  as  she  has  always  tried  to  do  what  is  right, 
says  they  talked  about  her  because  of  her  sickness,  and 
added:  "  I  looked  so  queer,  I  had  a  much  bigger  head, 
big  face." 

The  day  following  admission  she  twice  attempted  sui- 
cide by  hanging  herself  with  the  rope  on  the  awning. 
A  note  of  September  10,  1907,  two  weeks  after  admis- 
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sion,  shows  that  she  has  been  quiet  and  orderly  but  quite 
depressed  as  a  result  of  active  hallucinations;  voices 
threaten  her  life,  criticise  her  character  and  defile  her 
actions;  she  cries  frequently  and  is  unwilling  to  converse; 
says  she  would  like  to  die  and  get  away  from  her  perse- 
cutors as  everyone  is  in  league  against  her  and  everyone 
knows  her  past  life  and  they  talk  about  her  all  the  time. 
She  eats  and  sleeps  well  and  is  in  good  physical  health. 
She  has  made  no  more  suicidal  attempts.  Subsequent 
notes  show  improvement  at  times;  at  other  times  she  was 
more  depressed,  worrying  about  everything,  at  times  agi- 
tated, crying,  always  wishing  she  was  dead  but  making  no 
further  attempts  at  suicide;  there  is  no  future  for  her; 
her  friends  have  forsaken  her.  Her  hallucinations  of 
hearing  gradually  disappeared  but  she  continued  to 
believe  that  the  voices  were  real  and  not  imaginary;  yet 
she  has  some  doubts.  The  hallucinations  had  been  more 
active  just  preceding  and  following  her  admission.  She 
heard  them  continually,  abusing  her  character  and  threat- 
ening her  with  death;  they  told  her  she  was  to  be  burned, 
etc.  She  continued  to  believe  that  people  followed  her 
about  from  one  place  to  another  trying  to  make  trouble  for 
her,  spreading  bad  reports  concerning  her  to  set  the 
neighbors  against  her. 

Her  diabetes  gradually  improved  and  for  some  months 
the  urine  has  been  free  of  sugar. 

At  her  presentation  the  patient  was  bright;  "I  never 
felt  as  well  as  I  feel  now."  She  admits  that  at  times  she 
has  headaches  and  at  times  peculiar  worries  and  a  way  of 
thinking  at  different  things;  she  worries  because  she 
stayed  so  long  with  her  husband,  she  repented  that  she 
married  him.  She  was  sick  and  melancholic.  She  admits 
''imaginations",  that  people  spoke  about  her,  when  she 
would  not  see  anybody.  The  most  sensible  explanation 
seems  to  be  that  she  was  crazy,  for  the  last  ten  years,  in 
her  words,  "Ten  years  ago  on  the  15th".  She  added, 
"  I  didn't  think  I  was  crazy  but  I  know  now  that  I  had 
very  crazy  ideas  ".  She  thinks  she  would  have  been  inac- 
cessible to  any  help  or  advice  because  she  did  not  think 
it  was  insanity  at  all. 
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Concerning  the  actual  fact  of  persecution  the  patient  is 
not  as  certain,  saying:  "I  don't  know  whether  it  is  true 
or  not  ".  "I  do  not  feel  myself  at  all  that  I  was  bad;  I 
can  not  explain  it;  I  always  was  a  good  woman  ". 

The  question  was  raised  whether  there  was  any  evidence 
of  an  arteriosclerotic  or  general  paralysis  process,  and  the 
relation  of  the  improvement  to  the  diabetes. 

E.  S.  Aged  25  years;  single;  born  in  Germany;  in  U. 
S.  four  years;  white;  clerk;  admitted  December  5,  1907. 

His  paternal  grandfather  became  insane  at  42  and  died 
four  years  later  possibly  of  general  paralysis,  and  a 
paternal  uncle  became  insane  at  18  and  died  in  an 
asylum  at  45.  The  patient  is  the  youngest  of  seven; 
four  brothers  and  one  sister  are  living  and  well.  He 
went  to  a  school  at  age  of  six;  was  bright;  at  nine  he 
entered  the  gymnasium  and  went  through  up  to  second 
grade  successfully,  leaving  school  at  age  of  16.  At 
age  of  nine  he  had  acute  mastoid  disease  for  which  he  was 
operated.  About  two  or  three  years  later  he  underwent 
a  second  operation,  making  a  complete  recovery.  In  his 
childhood  and  early  youth  he  was  considered  obstinate 
and  was  very  seclusive.  His  sister  who  largely  had 
charge  of  his  bringing  up  frequently  boxed  his  ears, 
causing  him  to  become  embittered  and  surly,  but  making 
him  more  obedient.  Almost  since  early  childhood  he  has 
been  out  of  sympathy  with  his  immediate  relatives  and 
has  been  more  cordial  and  confidential  toward  strangers; 
he  always  considered  himself  badly  treated,  perhaps  not 
entirely  without  foundation.  On  leaving  school  at  the 
age  of  sixteen,  he  was  apprenticed  in  a  small  factory, 
making  spoons,  forks,  etc.  At  first  he  liked  the  position, 
but  soon  tired  of  it,  the  position  being  an  undesirable 
one.  He  began  to  write  letters  stating  he  was  unhappy, 
but  when  offered  an  opportunity  to  go  back  to  school  and 
prepare  for  the  university,  he  preferred  to  remain  where 
he  was  and  complete  his  apprenticeship  of  three  years. 
Near  the  end  of  his  apprenticeship  he  made  an  attempt  to 
commit  suicide  by  taking  a  solution  of  corrosive  sublimate. 
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This  attempt  at  suicide  was  provoked  by  the  failure  of  a 
girl  whom  he  wished  to  marry  to  reciprocate  his  affections; 
she  failed  to  answer  his  letters  and  occasionally  mocked 
him  by  making  fun  of  his  voice.  The  girl's  mother  wrote 
him  requesting  him  to  stop  his  correspondence.  On  his 
recovery  he  was  allowed  to  remain  in  his  place  of  employ- 
ment until  the  completion  of  his  apprenticeship.  He 
then  returned  home  and  obtained  employment  as  clerk  in  a 
business  house  at  a  small  salary  and  was  much  dissatisfied 
with  his  position.  Arrangements  were  then  made  for 
him  to  take  a  course  in  a  business  college,  the  tuition  fee 
was  paid  and  he  attended  regularly  for  a  while,  but  soon 
dropped  his  studies  without  the  knowledge  of  his  rela- 
tives. He  gave  no  reason  for  this  but  became  morose 
and  taciturn  and  would  not  speak  to  his  relatives  for  many 
weeks.  Soon  after  this  he  went  to  Antwerp  where  he 
remained  for  about  a  year  working  at  different  odd  jobs, 
but  meeting  with  no  success.  Finally  in  December,  1904, 
he  came  to  this  country.  For  eight  months  he  sought 
employment  but  could  find  none  and  during  that  time  he 
lived  on  his  allowance  of  *io  to  $12  a  week.  He  felt  dis- 
couraged and  had  a  feeling  of  envy  toward  one  of  his 
brothers  who  was  much  more  successful.  He  was  threat- 
ened with  a  discontinuance  of  his  allowance  and  became 
much  worried.  Then  for  a  time  his  allowance  was  sent 
him  not  directly,  but  through  his  brother;  at  this  he  felt 
much  hurt.  For  a  while  he  was  in  want  and  his  brother 
loaned  him  some  money  which  he  paid  as  soon  as  his 
check  arrived.  He  thought  he  had  not  been  fairly  treated 
by  his  brothers  whom  he  blamed  for  his  trouble  with  his- 
allowance  and  finally  severed  his  connection  with  them. 
He  worked  at  odd  jobs  but  soon  after  received  an  appoint- 
ment at  a  Trust  Company  as  clerk  at  a  salary  of  $12  a 
week  which  later  was  increased  to  §15.  He  was  highly 
satisfied  with  his  position  but  had  to  work  very  hard; 
often  overtime.  At  end  of  first  year's  work  he  began  to 
feel  he  was  breaking  down,  his  work  was  made  lighter 
but  the  work  assigned  to  him  was  still  difficult  and  he 
failed  to  improve  in  his  health.    During  all  this  time  he 
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took  his  meals  at  the  same  boarding  house  as  his  brothers, 
but  although  they  ate  at  same  table  every  day,  he 
habitually  ignored  them,  yet  he  was  very  cordial  and 
pleasant  with  strangers.  While  working  in  his  position 
and  making  a  comfortable  living  he  wrote  letters  to  his 
mother  in  Germany  complaining  that  he  was  abandoned 
by  everyone  and  the  only  thing  left  for  him  to  do  was  to 
"  starve,  starve,  starve."  In  the  latter  part  of  November, 
1907,  he  lost  his  position  as  the  company  went  into  the 
hands  of  a  receiver.  He  was  greatly  worried.  He  did 
not  succeed  in  obtaining  another  satisfactory  position  and 
began  to  feel  that  his  career  was  ruined  and  finally 
December  r,  1907,  Sunday  morning,  he  was  missed  at 
breakfast.  At  noon  servant  went  up  to  his  room,  found 
the  door  unlocked,  and  the  patient  with  a  gas  tube  in  his 
mOuth.  It  seems  that  he  suffered  but  little  from  the 
effects  of  the  gas  poisoning,  but  the  physician  who  was 
called,  advised  that  he  be  taken  to  the  psychopathic  wards 
of  Kings  County  Hospital. 

He  was  depressed  and  dejected  in  appearance,  responded 
to  questions  slowly  and  in  a  low  tone  of  voice.  He  stated 
that  for  the  past  four  years  he  has  noticed  that  people  with 
whom  he  came  in  contact  ridiculed  him  by  imitating  him 
on  account  of  his  voice,  and  that  he  was  subject  to  attacks 
of  depression  during  which  he  had  suicidal  impulses. 

Physical  examination:  A  fairly  well  developed  man, 
above  average  in  height,  rather  intelligent  face,  nutrition 
fair;  general  muscular  tone  good.  Patient  expresses  a 
general  feeling  of  weakness  saying  that  he  has  never  been 
strong;  has  had  one  attack  of  vertigo;  occasionally  has 
frontal  headaches.  Eyes  normal,  pupils  react  normally, 
slightly  dilated;  hearing  normal.  Cutaneous  sensibility 
normal,  also  motor  functions;  reflexes  normal;  has  a 
marked  coarse  tremor  of  both  hands.  Speech  unimpaired. 
Thoracic  organs  and  lungs  normal,  heart  somewhat  en- 
larged downward  and  to  left;  apex  in  nipple  line  in  sixth 
interspace.  The  first  sound  is  greatly  accentuated,  no 
murmurs.  Pulse  irregular,  70,  small  and  of  slightly  in- 
creased tension. 
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On  admission  the  patient  was  quiet  and  submitted 
readily  to  hospital  discipline.  During  the  interview  with 
the  examining  physician  he  co-operated  readily.  He  an- 
swered all  questions  promptly  and  relevantly,  showed  no 
disturbance  of  flow  of  thought  nor  any  marked  motor  dis- 
turbance. Two  or  three  times  during  interview  he  laughed 
without  apparent  cause.  His  emotional  tone  was  one  of 
composure;  when  asked  why  he  was  taken  to  Kings 
County  Hospital  he  hesitated  a  long  time  before  he  would 
give  a  reply.  After  being  urged,  he  stated  that  he  had 
made  an  attempt  to  commit  suicide  by  inhaling  illumina- 
ting gas,  that  he  remembered  absolutely  nothing  of  what 
occurred  during  the  entire  time  between  Saturday  after- 
noon and  the  afternoon  of  the  following  day  when  he  was 
found,  and  that  he  was  told  that  he  was  found  in  bed  with 
a  tube  in  his  mouth.  He  claimed  further  that  he  had  had 
no  intention  of  committing  suicide.  He  stated  also  that 
in  1 90 1  he  became  despondent,  thought  his  family  didn't 
care  for  him  and  attempted  to  commit  suicide  by  drinking 
a  small  quantity  of  a  solution  of  corrosive  sublimate. 
There  was  no  unconsciousness  at  that  time.  He  denies 
being  subject  to  either  fainting  spells  or  attacks  of  uncon- 
sciousness. His  orientation  is  unimpaired.  His  memory 
is  good  for  both  recent  and  remote  events,  but  he  was  unable 
to  recall  the  name  of  any  of  his  teachers  in  the  school 
which  he  attended  for  nine  years.  He  calculates  readily 
and  correctly  and  his  grasp  on  the  knowledge  acquired  at 
school  is  apparently  unimpaired.  No  evidences  of  hallu- 
cinations can  be  elicited.  He  expresses  no  well-defined 
delusions;  but  he  states  that  he  has  often  been  ridiculed  by 
the  clerks  who  worked  in  office  with  him,  also  by  some  of 
his  relatives,  that  they  made  fun,  especially  of  his  voice, 
imitating  it.  He  does  not  know  how  to  account  for  his  un- 
consciousness or  for  his  last  suicidal  attempt.  He  states 
that  he  feels  tired  often  and  nervous  and  that  he  has  had 
a  nervous  breakdown  from  overwork. 

December  18,  1907.  Patient  now  states  that  he  can  re- 
call some  of  the  details  of  his  suicidal  attempt.  He  has 
been  quiet  and  orderly  and  associates  freely  with  the  other 
patients. 


017 


January  29,  1908.  Patient  is  in  good  physical  condition 
and  has  gained  since  admission  five  pounds  in  weight. 
Mentally  he  has  become  much  more  cheerful,  states  that 
his  suicidal  attempt  was  an  irrational  act.  He  believes, 
however,  that  he  was  not  altogether  insane  and  expresses 
a  slight  feeling  of  resentment  against  his  brother  for  hav- 
ing him  committed  to  an  institution  for  the  insane.  He  is 
quiet,  sociable  and  agreeable;  plays  the  games  provided 
and  reads  a  good  deal.  He  went  home  on  parole  February 
12,  1908,  and  was  discharged  recovered  at  termination  of 
parole,  March  13,  1908. 

Dr.  Rosanoff:  The  diagnosis  made  in  this  case,  for 
the  purpose  of  our  classification,  was  psychosis  allied  to 
manic-depressive  insanity.  He  was  depressed  and  he  was 
at  times  not  inclined  to  converse,  rather  taciturn,  although 
he  did  not  show  any  distinct  dearth  of  ideas;  he  was  rather 
habitually  sluggish  in  his  movements,  and,  as  I  understood 
later,  not  any  more  so  during  his  psychosis  than  formerly. 
The  case  is  a  good  instance  of  mental  disturbance  depend- 
ing upon  psychogenic  factors.  He  was  brought  up  in  such 
a  way  that  the  occurrence  of  the  last  psychosis  was  inevi- 
table under  the  circumstances;  ordinarily  such  slight 
provocation  would  prove  insufficient.  This  case  is,  I  think, 
to  be  regarded  as  a  psychosis  allied  to  manic-depressive 
insanity,  which  developed  upon  a  peculiar  pathological 
foundation ;  and  when  I  speak  of  pathological  foundation 
I  do  not  mean  pathological  anatomy  but  I  mean  a  patho- 
genic process.  In  such  a  case  as  this  the  advantages  of 
psychogenic  treatment  are  of  course  very  evident. 

Dr.  S.  W.  Hamilton  of  Manhattan  State  Hospital  com- 
municated the  following  case: 

F.  S.  was  admitted  to  Manhattan  State  Hospital  at  the 
age  of  29.  The  father  never  told  of  his  family  and  com- 
mitted suicide  after  a  difference  with  patient.  A  brother 
has,  for  three  years,  lived  with  a  woman  out  of  wedlock. 
Our  patient  was  considered  a  fair  student  and  was  gradu- 
ated in  pharmacy.    He  grew  gradually  deaf  from  the  age 
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of  12  but  has  been  able  to  study  and  work,  though  of  late 
his  work  has  been  made  difficult. 

Two  years  ago  he  made  improper  advances  to  the  daugh- 
ter of  his  wife's  paramour  and  was  taken  back  into  that 
family  only  lately  when  they  needed  the  money  that  he 
paid  for  rent.  In  February  he  developed  a  peculiar  ex- 
citement quite  suddenly.  He  spoke  of  himself  as  Elijah 
II  come  to  convert  his  brother  from  his  sin  and  spoke  re- 
morsefully of  the  occurrence  two  years  ago.  In  Bellevue 
Hospital  he  reacted  apparently  to  hallucinations  of  hear- 
ing, feared  to  speak  freely  lest  he  should  be  punished  and 
was  suspicious  of  his  food.  In  the  hospital  he  told  of  hear- 
ing some  voices  shouting  at  him,  on  account  of  which  he 
thought  his  deafness  had  been  clearing  up.  He  called  the 
place  a  Catholic  Protectory  and  was  ten  days  wrong  in 
giving  the  date.  He  cleared  up  within  a  few  weeks  and 
appeared  quite  amnesic  for  most  of  the  things  done 
during  his  excitement.  On  discharge  he  was  considered 
recovered. 

This  delirium  seems  to  have  been  due  to  mental  rather 
than  physical  factors.  The  only  other  possible  etiology 
was  a  half  grain  of  thiosinamine  t.  i.  d.  for  a  week,  which 
would  hardly  seem  capable  of  causing  such  a  mental 
disturbance. 

Dr.  W.  L.  Russell  emphasized  the  importance  of  a  close 
study  of  the  actual  facts  in  these  cases,  and  especially  the 
opportunity  for  doing  a  great  deal  of  useful  work  with  the 
chronic  cases.  He  could  hardly  say  how  many  cases  re- 
covered after  a  number  of  years  in  institutions.  This  was 
never  mentioned  to  a  gathering  of  superintendents  but 
that  somebody  added  to  the  number  heard  of. 

Dr.  Meyer  pointed  out  the  desirability  of  accepting  the 
role  played  by  certain  mental  and  especially  emotional  ex- 
periences of  special  individuals.  Education  will  then  aim 
more  to  find  the  proper  levels  at  which  the  persons  will  be 
less  apt  to  be  exposed  to  risks  which  they  can  not  afford  to 
run.  We  see  more  and  more  a  decided  moral  obligation 
about  mental  hygiene  and  about  rinding  one's  level,  and  a 
moral  obligation  on  the  part  of  teachers  and  parents  to 
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help  the  children  to  find  a  safe  level.  He  referred  to  a 
recent  editorial  in  a  daily  newspaper  which  wholly  failed 
to  see  the  importance  and  actual  bearing  of  psychogenetic 
factors  in  mental  disorders.  It  is  infinitely  more  import- 
ant to  recognize  the  level  and  capacity  of  endurance  of  an 
individual,  than  to  speak  merely  of  heredity  or  of  some 
disease  back  of  the  obvious  facts. 

Dr.  Macy  insisted  on  the  importance  of  a  careful  indi- 
vidual study  of  each  case  instead  of  hasty  and  schematic 
generalization. 
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ELABORATION  APHASIA  (ANOMIA). 

Dr.  Meyer  presented  the  serial  sections  of  a  case  of 
elaboration  aphasia.  E.  H.,  67  years  old,  widower,  saw- 
maker,  was  admitted  from  Kings  County  Almshouse, 
September  16,  1904,  with  scar  on  penis,  and  anemia  (Hgl. 
50-60$),  and  depression  and  hallucinatory  fears  that  he 
was  to  be  killed.  This  hallucinosis  gradually  disappeared, 
but  there  remained  a  slight  aphasia  which  had  existed  for 
an  unknown  period,  the  character  of  which  is  not  dis- 
played in  the  record  of  the  initial  examination,  beyond 
the  fact  that  the  patient  repeated  that  at  times  he  can 
speak  and  at  times  he  can  not.  At  first  the  understanding 
was  at  times  deficient  and  the  replies  irrelevant  (due  to 
inattention?);  the  patient  could  not  find  the  toilet  or  his 
room,  and  was  untidy.  The  record  contains  the  following 
questions  and  answers  verbatim. 

November  18,  1904:  Q.  Have  you  anything  to  com- 
plain of?  Ans.  "  Others  have  told  me  that  I  was  going  to 
be  killed  ". 

Q.  Do  you  hear  any  voices  saying  so?  Ans.  "  I  think 
so". 

Q.  Are  you  afraid?  Ans.  "  Afraid,  of  course;  if  I  could 
only  speak  good  I  would  speak  out  ". 

Q.  Do  you  hear  any  voices?  Ans.  "No,  I  ain't  got  a 
cent". 

Q.  Do  you  hear  voices?  Ans.  "  Send  me  to  wash  the 
clothes  ". 

Q.  What  is  your  name?    Ans.  "  H  ". 

Q.  How  old  are  you?    Ans.  "Fifty". 

Q.  When  were  you  born?    Ans.  "  I  can't  tell  ". 

Q.  What  year  is  this?  Ans.  "  I  can't  speak  of  any- 
thing; I  could  if  I  was  feeling  good  ". 

Q.  What  month  is  this?  Ans.  "  Oh,  I  know,  but  I  can't 
even  speak". 

Q.  How  long  have  you  been  here?  Ans.  "Oh,  only 
once,  of  course  ". 

Q.  How  many  days?    Ans.  "Only  a  short  time". 

Q.  What  kind  of  a  place  is  this?  Ans.  "  I  can't  even 
safely  speak  ". 
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On  November  26,  1904,  neither  difficulty  of  understand- 
ing nor  paraphasia  are  noted.  His  emotional  attitude  is 
variable;  as  a  rule  he  is  simple  and  childish;  at  times  as  a 
result  of  his  auditory  hallucinations  he  becomes  apprehen- 
sive and  restless.  His  attention  is  attracted  with  difficulty 
and  poorly  retained. 

Q.  How  are  you  feeling?  Ans.  "Well,  sir;  somtimes  I 
lose  my  language  and  can't  say  anything,  and  there  are 
times  I  speak  all  right ". 

Q.  Have  you  anything  to  complain  of  ?  Ans.  "  No,  not 
so  much;  at  times  I  don't  speak  and  again  I  can  talk  right 
straight  ahead  ". 

Q.  Do  you  hear  any  voices?  Ans.  "  I  hear  them  holler- 
ing from  the  walls  when  I  am  sleeping". 

Q.  What  do  they  say?    Ans.  "  I  can't  tell  you,  sir". 

Q.  How  long  have  you  been  here?  Ans.  "  I  have  been 
here  eight  days  to-day 

Q.  What  place  is  this?    Ans.  "  I  can't  tell  you  that". 

Q.  What  month  is  it?  Ans.  "I  can't  say  that;  some- 
time's  I  would  say  anything  and  other  times  I  can't  say 
anything  at  all ". 

During  the  initial  hallucinosis,  at  times  he  knew  that  he 
was  in  the  hospital  and  again  he  did  not  know  where  he 
was.  At  times  he  asked  the  attendants  if  they  heard  the 
people  calling  him.  He  was  apt  to  get  in  and  out  of  bed, 
to  go  to  the  window,  or  to  cover  his  head  with  the  bed 
clothes  in  fear.  By  January  31,  the  depression  and 
hallucinations  are  said  to  have  disappeared,  but  there 
remained  "marked  amnesic  aphasia". 

A  typical  epileptic  convulsion  occurred  about  February 
15,  1905,  while  he  worked  in  the  shoe  shop. 

On  February  26,  1905,  in  a  special  examination  (Dr. 
Rosanoff),  the  patient  showed  marked  general  arterio- 
sclerosis; exaggeration  of  reflexes;  no  paralysis,  but 
characteristic  jerky  tremor  of  hands;  partial  deafness  in 
both  ears  (inability  to  hear  the  watch  tick  with  either  ear) ; 
right-sided  hemianopsia  with  a  vertical  line  through  the 
point  of  fixation,  left  field  complete. 

An  aphasia  examination  revealed  the  following  under- 
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standing:    Words  spoken  are  repeated  as  such  but  the 
understanding-  is  apt  to  be  somewhat  uncertain.  There 
are  occasional  mistakes  in  picking  out  objects  and  a  slight 
tendency  to  dyspraxia.     Examples :  "  Open  your  mouth 
Ans.  "  Why  certainly  "  (executed  promptly). 

"Touch  your  nose'".  Hesitation;  repeats  direction; 
finally  grasps  nose.  Ans.  "  Is  that  sufficient?  All  right, 
sir  ". 

"  Hold  up  three  fingers".  Executed  promptly.  Ans. 
"  Is  that  sufficient  "'? 

"Button  your  coat*".  Fumbles  with  the  coatsleeve. 
Ans.  "  I  can't  button  my  coat,  sir,  but  I  can  button  this  ", 
pointing  to  shirtsleeve. 

"  Button  your  coat  ".  He  buttons  it,  but  seems  to  be  in 
doubt.    Ans.  "  Is  that  sufficient  "? 

"C-a-t":  After  repeating  and  with  some  hesitation, 
he  answers  "  Cat  ". 

"L-a-m-p":    Ans.  (promptly)  "Lamp". 

Spontaneous  speech  fair,  but  with  short  or  unfinished  sen- 
tences, word  amnesia  and  much  padding  with  apologies : 
"  I  was  one  of  fifteen,  there  were  fifteen  of  us,  I  was  the 
last  but  one.  Now  I  am  saying  it !  Now  you  can  under- 
stand me!  Oh,  I  am  disgusted,  disgusted  with  myself! 
Oh,  my,  don't !  "  The  serials  (alphabet,  week-days,  months) 
are  rendered  with  difficulty  or  only  half  way;  Lord's 
prayer  very  deficient;  counting  i — 20  correct;  backzvard 
impossible. 

Calculations :    64-9  =  42;   5  +  4=  ? 

Spelling  difficult  (prompt  when  started  on  his  own  name). 

Naming  of  objects  very  defective,  only  few  successes 
with  things  seen,  none  with  smell;  names  promptly  bread 
tasted,  and  also  salt;  also  sugar,  and  with  some  difficulty 
cheese;  fails  with  cake. 

Objects  felt:  Fifty  cents  +  ;  knife  -J-  ;  not  named  when 
seen  before ;  scissors  —  ;  spoon  —  ;  shows  their  use. 

Reading  limited  to  name,  arabic  figures  (but  not  the  + 
sign)  and  the  word  "cat" ;  letters  not  read;  spoon — "care"? 
window — "  winwood  ?  "  (points  questioningly  to  window). 

Writing  limited  to  last  name,  and  a  bungling  1  and  2, 
and  to  copying  a  few  simple  printed  letters. 
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A  whistled  tune  is  understood  and  repeated  in  part  by 
singing  without  words. 

The  following  diagnosis  was  recorded  March  31,  1905: 
"  Right  homonymous  hemianopsia,  inability  to  read  and 
write,  slight  difficulty  in  understanding  spoken  speech  and 
marked  word  amnesia.  Cerebral  softening  in  the  left 
hemisphere  affecting  an  area  of  about  the  size  of  a  walnut, 
situated  in  the  region  of  the  angular  and  supramarginal 
gyri  and  of  the  optic  radiation." 

In  May  he  was  found  useless  as  a  worker  in  the  mattress 
shop  and  unreliable  in  ward-work;  affected  with  "mild 
alcoholic  dementia  with  word-amnesia". 

June  18,  1905,  renewed  demonstration  of  complete  right 
hemianopsia  through  point  of  fixation. 

Another  convulsion  June  23,  1905,  followed  by  stupor 
and  later  great  restlessness  and  confusion. 

August  19,  1905,  evidently  after  a  period  of  improve- 
ment (in  which  the  aphasia  was  as  above — note  of  August 
11,  1905)  he  had  a  series  of  convulsions  follozved  by  stupor  ; 
the  next  morning  he  could  take  some  food;  but  he  seemed 
unable  to  understand  what  was  said  to  him. 

September  27,  1905,  another  convulsion  was  followed  by 
stupor  and  restlessness. 

November  20,  1905,  he  is  described  as  "  aphasic  as 
before  ". 

November  25,  1905,  renewed  convulsions,  restlessness. 
In  February  he  was  up  again,  less  confused.  The  last 
convulsion  occurred  Februaq^  21,  1906.  He  brightened 
up  again  but  died  suddenly  March  1,  1906. 

The  autopsy  notes  describe  the  body  as  that  of  a  rather 
emaciated  man  of  about  fifty,  with  obliteration  of  the  peri- 
cardium, hypertrophy  of  heart  (11^  oz.),  sclerosed  and 
incompetent  aortic  valves,  atheroma  of  the  vessels;  arterio- 
sclerotic kidneys.    Congestion  of  the  base  of  the  lungs. 

Summary  of  the  examination  of  the  brain:  An  old 
lesion  of  arteriosclerotic  origin  affecting  externally  L.  T.15 
2  and  3,  the  fusiform  lobule,  and  the  occipital  pole,  and 
the  ventral  half  or  two-thirds  of  the  sagittal  marrow.  A 
small  lesion  in  the  right  cerebellar  hemisphere.    A  fresher 
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lesion  undermining-  the  left  supramarginal  and  angular 
gyri,  and  disorganizing  a  large  part  of  the  remaining 
sagittal  marrow. 

Marked  atheromatous  nodes,  more  especially  in  the  left 
middle  cerebral  artery,  and  in  the  left  posterior  cerebral. 
General  thickening  and  whitening  of  the  cerebral  vessels. 

Slight  thickening,  milkiness,  and  some  toughness  of  the 
pia- arachnoid. 

The  case  is  of  interest  as  one  of  the  series  of  cases  of 
aphasia  with  lesion  in  the  temporal  region. 

Word  hearing  normal;  word  understanding  usually 
correct,  at  times  slow,  and  obviously  complicated  by 
an  elaboration  disorder  (uncertainty  about  orders, 
blundering,  etc.). 

Spontaneous  speech  fair,  but  with  evidence  of  word  am- 
nesia and  padding;  deficiency  in  serials,  calculation,  and 
especially  in  naming  objects.  Reading  deficient.  Writing 
very  deficient.  In  other  words  there  is  chiefly  alexia  and 
agraphia,  and  difficulty  of  initiation  of  use  of  words, 
anomia,  and  a  certain  difficulty  of  elaboration. 

The  autopsy  and  the  serial  sections  showed  a  thrombotic 
occlusion  of  the  temporal  branch  of  the  Sylvian  artery 
(section  350-400)  which  had  produced  a  clean-cut  soften- 
ing extending  into  the  temporal  cortex,  not  affecting  the 
auditory  entrance  zone,  i.  e.,  the  mesial  end  of  the  trans- 
verse temporal  gyri,  which  are  well  preserved,  except  near 
their  antero-lateral  border  (see  fig.  12  and  13  of  "The  Re- 
lation of  the  Auditory  Center  to  Aphasia, "  For  el  Festschrift, 
p.  209).  It  cuts  through  the  posterior  end  of  the  anterior 
third  of  T.  j  and  through  the  middle  of  T.  2  and  then  back- 
ward from  the  middle  of  T.  3  down  to  the  occipitotemporal 
horn.  A  second  wedge  of  fresh  softening  cuts  down  through 
the  angular  gyrus.  Between  the  two  wedges  a  small  bun- 
dle of  fibers  of  the  internal  sagittal  marrow  is  left  intact. 
The  profound  lesion  of  the  optic  radiation  is  complicated 
by  a  lesion  which  partly  destroys  and  cuts  up  the  calcarine 
or  striate  cortex,  chiefly  so  as  to  split  off  a  small  dorsal 
from  a  larger  ventral  part.  This  mesial  lesion  is  related  to 
the  partial  occlusion  of  the  posterior  cerebral  artery  (500). 
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DEMONSTATIONS  OF  BRAIN  TUMORS  AND  OF 
ARTERIOSCLEROSIS. 

By  Dr.  Chas.  I.  Lambert, 
Of  the  Psychiatric  Institute. 

Two  cases  of  brain  tumor  and  seven  cases  of  senile  and 
arteriosclerotic  dementia  were  reported  with  the  aid  of 
about  forty  lantern  slide  illustrations. 

Brain  Tumors.  Case  I.  (J.  N.)  The  patient  was  a 
man  of  53  at  death  and  had  been  committed  eleven 
years  before.  He  had  had  three  previous  attacks  of  a 
probably  manic-depressive  disorder.  At  his  last  admission 
he  sat  with  his  head  bent  forward  on  his  chest  and  said 
little  to  anyone;  a  little  later  he  was  excessively  talkative 
and  rambled  much  in  his  conversation.  He  expressed 
numerous  delusions  and  talked  much  and  prayed  concern- 
ing" a  new  religion.  Except  for  occasional  episodes  of 
boisterous  excitement  when  he  would  beat  himself  or 
others,  he  worked  around  satisfactorily  until  six  months 
before  death,  then  he  became  untidy  and  began  to  lose 
weight.  He  complained  that  he  was  starved  and  weak, 
and  would  sigh  and  close  his  eyes.  He  stood  with  diffi- 
culty, and  walked  with  an  unsteady,  stumbling  gait;  he 
died  after  several  closely  consecutive  falls. 

The  brain  was  of  fair  size;  the  left  hemisphere  was 
swollen.  The  pia  was  dry  looking  and  was  stretched 
tightly  over  the  flattened  convolutions;  the  fissures  re- 
sembled lines.  A  transverse  section  through  the  middle 
of  the  hemisphere  exposed  an  ill-defined  centrally  necrotic 
tumor,  which  involved  principally  the  left  optic  thalamus, 
but  extended  into  the  contiguous  brain  structures,  es- 
pecially the  internal  capsule  and  lenticular  nucleus.  A 
recent,  rather  extensive  hemorrhage,  probably  related  to 
the  patient's  exitus,  had  occurred  in  the  lenticular  border 
of  the  tumor.  Aside  from  the  local  destruction  of  nerv- 
ous tissue,  there  was  considerable  neigborhood  depression 
of  brain  structures,  particularly  of  the  crura,  pons  and 
midbrain,  in  the  tegmentum  of  which  were  a  few  small 
.hemorrhages. 
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Case  II.  (N.  D.)  This  patient  died  at  51.  She  had' 
been  in  a  Home  from  the  age  of  27.  Her  psychosis  be- 
gan at  49,  with  a  gradual  development  of  violent  and  noisy 
episodes;  she  shouted  and  screamed  almost  constantly 
when  awake.  She  was  admitted  one  year  before  death. 
She  became  very  feeble  and  was  finally  unable  to  walk 
alone.  Her  pupils  were  rigid,  her  eyelids  tremulous,  her 
deep  reflexes  exaggerated.  Occasional  severe  convulsions 
were  obsefved  four  months  before  death.  Death  resulted 
from  broncho-pneumonia. 

The  brain  was  of  fair  size.  The  left  hemisphere  was 
swollen,  especially  over  the  left  parieto-occipital  region. 
The  pia  was  congested  generally.  Transverse  cuts  through 
the  occipital  lobe  of  the  left  hemisphere  exposed  a  cen- 
trally necrotic,  hemorrhagic  tumor  about  5  cm.  in  diameter, 
with  ill-defined  border  which  was  evidently  infiltrative. 
The  marrow  of  the  occipital  lobe  was  almost  completely 
destroyed  in  the  tumor  growth,  the  cortex  was  but  little 
affected. 

The  microscopic  features  of  both  these  tumors  were 
closely  similar,  different  only  in  degree  of  cellularity. 
The  center  of  each  tumor  was  necrotic,  the  peripheral  por- 
tion where  the  vascular  conditions  were  less  disturbed  by 
tumor  growth  and  compression,  was  intact  and  very  cellu- 
lar and  the  infiltrating  margin  of  the  tumor  faded  almost 
imperceptibly  into  the  normal  brain  tissues.  These  tumors 
originating  from  the  neuroglia,  the  manner  of  growth  is, 
therefore,  infiltrative  and  shows  little  or  no  tendency  to- 
wards encapsulation.  There  is  a  tendency  in  the  vast  ma- 
jority of  gliomata,  for  the  tumor  cells  to  orient  themselves 
radially  about  the  blood  vessels,  the  fibrillar  portion  of  the 
individual  cells  being  in  contact  with  the  vessel  sheath 
and  the  nucleated  portion  of  the  cell  body  rather  remote. 
In  consequence  of  this  plan  of  growth,  the  central  vessel 
and  radial  cells  when  cut  transversely  present  the  hub- 
spoke  appearance  of  a  wheel.  The  complexity  of  the  pat- 
tern will  vary  with  the  different  directions  the  cell  chords 
are  cut;  also  upon  the  degree  of  vascularity  and  cellularity 
of  the  tumor  itself. 


G27 


The  effect  of  gliomatous  overgrowth  is  to  gradually  in- 
vade brain  tissue  rather  than  to  displace  it  in  the  manner 
of  the  essentially  encapsulated  tumors  like  the  endotheli- 
omata,  or  to  destroy  as  happens  with  the  conditions  which 
involve  more  especially  the  blood  vessels.  For  this  reason, 
focal  symptoms  may  be  less  pronounced  and  more  tardy  in 
their  appearance  or  of  a  more  diffuse  character  when  they 
do  manifest  themselves. 

Considering  the  relative  position  and  size  of  the  tumors 
in  the  two  cases  just  described,  greater  functional  disturb- 
ances than  an  unsteady,  stumbling  gait  might  have  been 
expected.  In  the  second  case  a  right  hemianopsia  prob- 
ably was  present.  The  presence  of  small  hemorrhages  in 
the  tegmentum  of  the  midbrain  and  compression  of  the 
brain-stem  structures  suggest  the  danger  from  lumbar 
puncture  since  the  release  of  pressure  from  behind  would 
result  in  the  brain  being  pushed  backward  into  the  funnel 
of  the  foramen  magnum  owing  to  increased  intracranial 
tension.  The  contents  of  the  posterior  fossa,  in  conse- 
quence, might  be  so  suddenly  and  considerably  compressed 
as  to  functionally  obliterate  the  arteries  supplying  the  teg- 
mentum and  pons.  In  addition  cranial  nerves  might  be 
injuriously  pressed  upon  or  stretched.  A  case  from  an- 
other hospital  illustrating  the  mechanism  of  the  actual 
production  of  such  a  condition  was  demonstrated  as  a  sug- 
gestive warning  of  the  danger  accompanying  lumbar  punc- 
ture in  the  cases  of  brain  tumor  when  the  fluid  is  with- 
drawn suddenly  and  in  too  large  amounts. 

Arteriosclerotic  Material.  To  avoid  repetition  of  the 
plan  of  study  of  the  arteriosclerosis  material  we  refer  to 
the  report  of  the  Ogdensburg  meeting,  July  14-15,  1908, 
Bulletin,  December,  1908,  page  475.  For  the  general 
character  of  the  individual  Kings  Park  cases,  demon- 
strated, see  the  Institute  Annual  Report  for  the  year 
1906-7,  case  Nos.  208,  231,  232,  247,  254,  265,  275. 

Among  those  cases  which  permit  of  a  brief  report,  cer- 
tain ones  were  of  considerable  interest.  The  two  cases, 
208  (J.  B.),  and  265  (M.  M.),  had  certain  clinical  and  more 
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particularly  anatomical  features  in  common.  The  first  case 
208  (J.  B.),  is  here  presented. 

This  patient  (J.  B.),  was  a  feeble  old  man  of  69,  whose 
psychosis  began  twelve  years  before  death  with  a  mild  de- 
lusional trend.  In  the  hospital  he  was  apathetic,  indiffer- 
ent and  untidy.  During  his  stay,  there  was  progressive 
physical  and  mental  enfeeblement.  For  three  years  pre- 
ceding death,  epileptiform  convulsions  occurred  at  infre- 
quent intervals.  Toward  the  last  he  became  totally  help- 
less and  contractures  of  the  lower  extremities  developed. 

At  autopsy  there  was  evidence  of  an  old  hemorrhagic 
pachymeningitis  interna.  The  pia  was  cloudy  and  moder- 
ately thickened.  Old,  yellowish,  fairly  symmetrical  purely 
cortical  erosions  extended  from  the  prefrontal  region  of 
each  hemisphere  backward  well  into  the  second  frontal  con- 
volutions. Similar,  but  smaller  rusty  looking  cortical  ero- 
sions were  seen  on  the  orbital  surfaces  and  in  L.  T.  4  and 
L.  T.  2.  Multiple  softenings,  these  latter  probably  on  a 
vascular  basis,  were  present  in  the  left  angular  gyrus  and 
paracentral  lobule.  This  brain  will  be  cut  as  a  transverse 
series. 

The  softenings  (essentially  cortical  erosions,  since  the 
underlying  marrow  was  largely  preserved)  are  to  be  iden- 
tified with  that  class  of  softenings  which  have  a  probably 
traumatic  rather  than  arteriosclerotic  basis.  There  was 
abundant  opportunity  for  trauma  in  both  cases.  It  is 
highly  probable  that  these  foci  are  secondary  rather  than 
primary  to  the  epilepsy.  Not  infrequently  they  are  dis- 
covered in  brains  of  patients  not  suffering  from  epilepsy 
but  who  have  been  exposed  to  trauma.  It  is  of  interest 
to  note  that  the  regions  of  the  brain  most  affected  are  over 
the  temporal,  orbital  and  frontal  lobes;  seldom  are  these 
softenings  seen  elsewhere  in  the  brain. 

Belonging  to  the  type  of  vascular  disorders  is  the  case 
(A.  M.)  (Compare  this  case  with  A.  D.,  State  Hospi- 
tals Bulletin,  December,  1908,  page  480.)  This  patient 
(A.  M.)  was  an  intemperate  woman  of  59,  divorced  at  39  on 
the  charge  of  infidelity.  Menopause  set  in  shortly  after 
and  she  began  to  have  epileptiform  convulsions  at  40.  For 
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seven  years  preceding-  death  she  was  said  to  have  been  in- 
sane most  of  the  time.  She  was  committed  one  year  be- 
fore death  on  account  of  her  delusional  trend,  threats  to 
kill  others  and  attempts  at  suicide.  At  the  hospital  her 
memory  and  grasp  were  found  much  impaired.  She  was 
disoriented,  restless,  irritable,  erotic  and  filthy.  Her  right 
eye  deviated  outward.  The  pupils  were  said  not  to  react 
to  accommodation.  There  was  tremor  of  the  tongue  and 
fingers,  indistinct  speech,  staggering  gait,  slight  Rom- 
berg sign  and  increased  reflexes.  Epileptiform  convulsions 
occurred  at  infrequent  intervals.  She  died  of  broncho- 
pneumonia. 

The  brain  was  well  preserved.  The  pia  was  diffusely 
thickened  and  hazy  over  the  frontal  convexity.  There  was 
moderate  atrophy  of  the  convolutions  with  a  rather  uni- 
form pitting  of  the  cortex  giving  it  a  cirrhotic  appearance; 
this  was  most  marked  in  the  right  hemisphere.  Multiple 
foci  of  old  and  recent  softening"  were  present  in  the  right 
hemisphere,  in  F.  2  and  F.  3,  the  anterior  half  of  the  supra- 
marginal  gyrus,  and  (a  small  focus)  in  the  middle  third  of 
the  postcentral  convolution.  Besides  these  foci,  the  an- 
terior thirds  of  T.  t ,  T.  2  and  T.  3  resembled  thin,  firm,  scle- 
rotic plates  which  overlapped  one  another;  the  middle  and 
posterior  thirds  of  these  same  convolutions  were  rather 
more  softened  and  shriveled  than  sclerotic.  The  middle 
cerebral  artery  on  this  side  was  diffusely  thickened, 
particularly  so  at  the  points  of  branching.  The  right 
posterior  cerebral  was  also  considerably  thickened. 

This  case  belongs  to  that  class  of  arteriosclerotic  cases 
in  which  the  reduction  of  the  calibre  of  the  vessel  is  grad- 
ual, progressive  and  of  high  grade.  The  lumen  of  the 
right  middle  cerebral  artery  was  much  reduced,  a  thick 
ring  of  new  formed  fibrous  tissue  lay  internal  to  the  elas- 
tic membrane  which  was  preserved.  At  several  points 
almost  complete  obliteration  was  produced,  at  other  places 
the  original  lumen  was  subdivided  into  several  smaller 
ones  by  trabecular  crossing  the  channel. 

The  histological  changes  of  the  cortex,  gliosis  as  well 
as  softenings,   are   comprehensible  on  this  basis,  that 
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the  circulation  was  inadequate  but  not  so  insufficient  as  to 
produce  immediate  or  acute  softening-  of  the  whole  area 
supplied  by  the  middle  cerebral  artery.  The  nervous 
elements  which  are  manifestly  most  sensitive  to  lack  of 
nutrition  would  feel  the  brunt  of  the  vascular  disorder  first 
and  most  severely.  Regressive  changes  would  occur  in 
the  nerve  cells  and  they  would  disappear  while  the  neurog- 
lia would  proliferate  and  hypertrophy.  This  would  be  the 
initial  effect,  while  the  final  condition  with  depletion  or 
complete  loss  of  the  nervous  parenchyma  would  result  in 
a  gliosis  and  sclerosis  of  the  affected  region  as  observed  in 
this  case.  The  smaller  wedge-shaped  softenings  with 
their  apices  inward  which  account  for  the  diffuse  pitting 
of  the  cortex  are  referable  to  the  same  cause  being  asso- 
ciated probably  with  a  local  vessel  disorder. 

The  symptoms  in  these  cases  are  likely  to  be  irritative 
early  in  the  course  of  the  disorder;  but  depending  upon 
the  position  and  extent  of  nerve  cell  loss,  the  symptoms 
finally  may  be  of  a  focal  and  paralytic  character. 

This  class  of  clinical-anatomical  material  is  of  interest 
from  the  standpoint  of  the  irritative  phenomena  present. 
It  is  especially  desirable  more  clearly  to  describe  the 
clinical  conditions  in  these  cases  with  reference  to  their 
value  in  a  differential  diagnosis. 

The  conference  was  closed  with  thanks  to  Dr.  Macy  and 
his  staff. 


CORRECTION. 

The  editors  regret  very  keenly  that  an  error  crept  into  the  report 
of  the  remarks  of  Dr.  Theodore  I.  Townsend,  regarding  the  class  of 
patients  who  seek  to  obtain  writs  of  habeas  corpus.  In  the  eighth 
line  of  page  402  of  the  Bulletin  for  December,  1908,  "paretics" 
should  be  paranoiacs,  Dr.  Townsend  having  said:  -'The  majority 
of  patients  at  Dannemora  who  are  seeking  to  obtain  writs  of  habeas 
corpus  are  paranoiacs,  and  a  large  number  are  dangerous  criminals." 


AFTER-CARE  AND  PROPHYLAXIS. 


A  DISCUSSION  AT  THE  AFTER-CARE  COMMITTEE  MEETING 
AT  WILLARD  STATE  HOSPITAL,  OCTOBER  2,  1908. 

By  Adolf  Meyer,  M.  D. , 
Director  of  the  Psychiatric  Institute. 

The  highest  function  and  the  highest  ambition  of  the 
human  intellect  is  undoubtedly  the  ability  to  foresee,  and 
to  shape  one's  action  so  as  to  anticipate  the  future.  The 
realization  that  something-  can  be  done  in  turn  inevitably 
leads  to  a  real  feeling  of  responsibility.  What  then  can 
be  done  in  prophylaxis  of  mental  disorders  ? 

Nobody  can  engage  in  the  work  of  the  after-care  of  the 
insane  without  experiencing  the  awakening  of  an  instinc- 
tive desire  for  prophylaxis.  The  two  ideas  are  parts  of 
one  instinct;  we  might  say:  prophylaxis  is  the  climax  and 
fulfillment  of  our  endeavor  in  after-care  work.  At  the 
same  time  I  know  of  no  better  way  of  preparing  for 
prophylaxis  than  by  getting  experience  in  after-care.  The 
first  step  toward  prophylaxis  is  to  get  a  sufficient  experi- 
ence with  what  one  wishes  to  prevent.  As  a  matter  of  fact, 
I  have  always  felt  that  the  term  "After-care  "  in  the  name 
of  a  committee  of  this  character  is  one  that  limits  the  field 
of  interest  below  that  which  is  actually  the  result.  It  is 
not  only  after-care  as  it  was  established  in  England,  that 
is  to  say,  one  or  two  months'  care  for  people  who  are  dis- 
charged and  need  a  boarding  place  or  something  of  that 
nature,  but  it  consists  of  finding  occupation  for  patients 
who  are  leaving  the  institution  and  trying  to  live  again  in 
the  community,  and  helping  to  make  their  re-entrance  into 
the  community  easy  and  safe  against  relapses.  There  we 
have  the  after-care  turned  into  the  prophylaxis  movement; 
and  anyone  who  once  gets  interested  in  the  prophylaxis  of 
recurrences  can  not  help  but  get  interested  in  the  preven- 
tion of  the  first  attacks,  and  there  you  are  in  the  center  of 
what  we  must  hope  from  this  movement.  It  demands,  it 
seems  to  me,  an  organization  of  all  those  people  in  the 
community  who  are  capable  of  taking  an  interest  in  the 
insane  and  in  methods  of  coping  with  mental  disorders 
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which  arise  in  a  community,  whether  they  require  hospital 
care  or  not.  I  certainly  venture  to  say  that  there  is  more 
mental  trouble  causing-  unhappiness  in  the  community 
than  the  hospitals  ever  get  any  idea  of.  As  I  say,  the 
after-care  with  absolute  necessity  leads  to  an  understand- 
ing of  prophylaxis.  Working  in  after-care  you  come  into 
contact  with  persons  who  have  had  distinct  and  concrete 
difficulties,  the  recurrence  of  which  you  want  to  prevent; 
that  gives  you  the  concrete  material  without  which  inter- 
est can  not  be  sustained.  Practical  concrete  experience  must 
give  the  back-bone  to  efficient  optimism.  The  majority  of 
people  think  that  insanity  is  a  hopeless  matter  anyway; 
they  say :  once  insane  forever  insane,  and  all  that  sort  of 
thing,  which  nothing  can  disprove  as  well  as  work  in  after- 
care, if  at  least  the  after-care  does  not  simply  deal  with 
"those  who  are  needy"  as  was  originally  expressed  in  the 
resolution  passed  in  Albany.  Of  course  that  would  only 
give  one  side  of  the  picture.  I  really  believe  that  the  after- 
care committee  might  very  well  be  taken  into  confidence 
concerning  the  fate  of  most  persons  who  leave  the  hospi- 
tal. A  good  many  of  the  patients  naturally  will  not  need 
your  help,  but  it  will  be  a  help  to  you  to  know  about  them ; 
and  others  may  be  beyond  your  help,  but  it  is  nevertheless 
desirable  that  you  should  know  how  things  stand  so  that 
you  can  form  an  opinion  of  the  relative  value  of  things 
yourself.  Certainly,  knowing  the  group  of  cases  gives  you 
an  idea  that  some  things  can  be  done,  and  it  helps  you  over 
the  widely  spread  notion  that  insanity  is  a  hopeless  propo- 
sition. We  must  get  an  experience  with  those  who  help 
themselves  or  whose  conditions  are  sufficient  for  success, 
and  also  the  unfavorable  cases  so  as  to  have  a  sound  balance 
and  appreciation  of  the  possibilities.  Otherwise,  we  are 
not  entitled  to  convictions  about  what  we  can  legitimately 
demand  from  the  patients  and  their  environment.  We 
must  learn  to  be  sure  about  what  can  be  expected  and  what 
rewards  an  effort  or  sacrifice  will  bring.  Uncertainty 
weakens  our  determination  about  demanding  the  sometimes 
radical  and  even  unpleasant  changes  and  sacrifices  unless 
we  feel  sure  of  our  ground  and  are  able  to  prove  our  claims 
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even  to  the  defendant  of  the  "mind  your  own  business" 
doctrine. 

The  special  reason  why  prophylaxis  must  appeal  to  us  is 
that  mental  disease  is  much  more  easily  prevented  than 
cured,  and  that  it  is  such  a  calamity  that  everything  should 
be  done  to  prevent  it  in  its  very  inception.  Years  of  ob- 
servation have  furnished  us  many  facts;  but  the  peculiar 
asylum  habit  of  dealing  with  the  insane  in  hordes  has  re- 
tarded the  application  of  what  conclusions  we  are  able  to 
derive  from  the  experience.  After-care  carries  the  treat- 
ment of  mental  difficulties  into  the  community  again,  that 
is,  to  the  place  where  the  prophylaxis  must  do  its  work, 
and  we  may  hope  that  gradually  a  knowledge  of  the  facts 
will  bring  to  the  thoughtful  members  of  the  community 
conviction  and  the  means  for  prevention. 

One  great  difficulty  is  that  no  mental  disease  is  due  to  a 
single  cause.  It  is  extremely  difficult  to  say  in  an  off-hand 
way  what  caused  any  one  disturbance.  Hardly  one  of  the 
mental  diseases  is  due  to  only  one  cause,  and  the  conse- 
quence is  that  with  many  the  "cause"  given  in  any  special 
case  or  disease  appears  not  sufficiently  convincing  to  war- 
rant the  frequently  inconvenient  and  drastic  measures 
which  are  required  for  prevention  of  recurrences.  There 
are  certain  forms  of  mental  disorder  in  which  the  etiology 
is  relatively  simple.  Certain  poisons  will  produce  mental 
disturbance  of  a  transitory  character  in  nearly  every  per- 
son, in  some  a  little  more  readily  than  in  others.  We  know 
that  a  sufficient  quantity  of  alcohol  creates  mental  disturb- 
ance; we  know  that  certain  drugs  will  produce  hallu- 
cinations, etc.  Many  of  these  intoxicants  paralyze 
sufficiently  to  throw  the  risks  involved  chiefly  on  the 
person  intoxicated;  and  where  others  suffer,  as  occasionally 
in  alcoholism,  the  American  usage  of  law  deems  it  justice  to 
make  the  intoxicated  person  responsible  as  if  no  intoxica- 
tion had  occurred.  That  is,  it  leaves  the  prevention  of  in- 
toxication on  the  grounds  of  personal  moral  suasion,  or  it 
attacks  it  indirectly,  by  punishing  for  the  misdemeanors  it 
leads  to,  or  through  prohibition  or  through  education. 
The  fact  that  not  all  drunkards  become  intoxicated  and 
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that  not  all  of  those  who  become  often  intoxicated  become 
insane,  seems  to  lead  many  to  actual  doubt  as  to  the  causal 
importance  of  alcohol.  There  is  no  doubt  that  alcohol 
produces  insanity  only  when  certain  conditions  are  ful- 
filled, and  then  different  forms  of  the  disorder  result.  In 
quite  a  few  of  these  disorders  the  element  of  the  constitu- 
tional makeup  plays  a  role.  As  soon  as  that  appears 
many  wiseacres  throw  up  their  hands  and  speak  of  "  de- 
generacy ",  and  of  1 '  nature's  way  of  weeding  out  the  unfit ?', 
and  all  that  sort  of  trash;  and  the  interest  in  prophylaxis 
comes  to  an  end.  Alcoholic  insanities  like  all  mental  dis- 
orders are  the  result  of  at  least  two  factors;  the  alcohol 
and  the  individual  makeup,  and  probably  always  a  certain 
number  of  other  factors.  Thus  m  the  case  of  delirium 
tremens,  we  find,  as  a  rule,  that  it  is  not  only  the  fact  that 
the  patient  has  been  drinking,  as  so  many  do  without  getting 
delirium  tremens,  but  it  is  the  association  with  gastritis 
and  with  insomnia  that  tips  the  scale  and  finally  produces 
the  condition  that  we  know  as  delirium  tremens — in  which 
the  fear  of  things,  the  imaginary  hearing  and  seeing  of 
things  unseats  the  mind.  Or  an  injury  or  sudden  forced 
abstinence  that  comes  on  together  with  insomnia,  perhaps, 
may  in  an  alcoholic  individual  produce  the  delirium. 

In  others,  alcoholic  abuses  may  lead  to  Korsakoff's  dis- 
ease (called  by  the  name  of  the  Russian  alienist  who 
described  it  in  1887),  that  form  of  alcoholic  insanity  which 
is  especially  marked,  not  by  seeing  things,  but  by  the 
peculiar  forgetfulness  and  inability  of  the  patient  to  re- 
member what  has  happened  one  minute,  five  minutes 
before;  a  forgetfulness  which  they  patch  up  by  making  up 
out  of  free  imagination  what  they  suppose  they  have  been 
doing.  For  instance,  a  patient  who  has  been  for  weeks  in 
the  hospital  in  bed  paralyzed  with  a  neuritis — the  con- 
dition is  usually  accompanied  by  neuritis  with  paralysis, 
or  is  part  of  neuritis  with  paralysis — salutes  you  as  "  Doc- 
tor somebody  else  ",  hardly  ever  uses  the  correct  name, 
but  has  usually  a  correct  appreciation  that  you  are  the 
doctor,  the  nurses  are  the  nurses,  etc.  You  say:  "How 
are  you  ?  "    "  Very  well"  .     "How  have  you  been  getting 
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along?"  "Well — I  just  came  up  here  half  an  hour  ago", 
or — "was  down  at  church'1  (many  of  them  turn  out  the 
best  sides  of  their  past),  or  they  give  a  vivid  description 
of  having  been  in  the  park  with  the  children. 

Or  alcoholic  abuses  may  lead  to  so-called  paranoic  con- 
ditions, that  is  systematized  delusional  states,  and  that 
especially  on  account  of  the  peculiar  home  conditions  that 
are  created  by  the  alcoholic;  for  one  thing,  the  alcoholic  is 
as  a  rule  exposed  to  all  sorts  of  misdemeanors  himself  and 
he  gets  into  trouble  with  the  condemnations  and  friendly 
advice  and  scoldings  that  he  may  get  at  home,  and  then 
in  a  broadminded  way  attributes  his  own  failures  to  those 
who  scold,  and  makes  up  delusions — ideas  of  infidelity, 
etc.,  and  then  begins  to  imagine  that  whatever  he  sees  has 
got  to  be  construed  along  that  line.  Jealousy  is  one  of 
the  typical  lines  of  the  alcoholic,  or  it  is  persecutions  by 
labor  unions,  persecutions  by  religious  bodies;  that  is  to 
say,  the  influence  of  antagonistic  and  restricting  elements. 
You  see,  therefore,  that  alcohol  produces  so  many  different 
things  that  we  must  be  ready  to  look  for  contributing 
causes  and  the  special  tendencies  of  individual  constitu- 
tions. Even  if  we  should  have  to  say  that  alcoholic 
insanities  were  due  to  a  special  temperament  the  problem 
of  efficient  anti-alcoholic  work  would  remain  before  us. 
In  keeping  with  these  facts,  we  realize  that  many  things 
have  to  be  looked  out  for  in  our  remedies,  not  only  the 
negative  elimination  of  alcohol,  but  helps  in  getting  better 
pleasures  and  recreations,  and  giving  the  people  at  home 
a  little  advice  as  to  how  to  arrange  the  home  so  as  to  make 
it  attractive  and  a  number  of  other  things  of  that  sort. 

Another  type  of  important  etiology  is  syphilis.  Depend- 
ing on  a  number  of  factors,  many  of  which  are  not  known 
as  yet,  this  infectious  disease  may  disappear  under  treat- 
ment, or  even  sometimes  without  treatment,  or  it  may 
remain  and  show  itself  in  various  ways — disease  of  the 
blood  vessels  of  the  brain  or  other  modes  of  disorder.  In 
every  hospital  we  occasionally  have  a  case  in  which  cere- 
bral syphilis  is  at  the  bottom  of  the  difficulty,  and  far  more 
often  the  affections  called  metasyphilis  or  locomotor  ataxia 
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and  general  paralysis.  General  paralysis  produces  six  per 
cent,  of  the  admissions  in  the  average  hospital,  and  about 
twenty  per  cent,  of  the  male  admissions  in  metropolitan 
hospitals.  These  are  facts  that  cry  out  for  preventive 
measures. 

On  the  other  extreme  of  causation  of  mental  disorder 
we  find  those  disorders  which  look  much  more  definitely 
like  reactions  to  excessive  demands  on  the  capacity  of 
adaptation,  as  premature  wear,  forms  of  exhaustion,  senile 
deterioration,  senile  insanities,  usually  really  lasting  on 
the  ground  that  the  blood  vessels  of  the  brain  become  dis- 
eased, but  also  in  part  due  to  atrophy  of  the  brain.  Then 
we  have  all  those  cases  of  giving  out,  in  the  form  of  neu- 
rasthenia, depressions  and  paranoic  conditions.  The  most 
pernicious  type  is  dementia  praecox,  of  which  my  inter- 
pretation is  rather  different  from  the  usually  accepted 
fatalistic  schemes. 

The  essence  in  these  disorders  where  there  is  no  poison 
or  infection  demonstrable,  is  that  the  patient,  through  cir- 
cumstances or  through  fundamental  peculiar  makeup, 
comes  to  react  to  the  difficulties  of  life  in  ways  which  are 
bound  to  vitiate  the  life  of  the  brain.  We  may  well  speak 
of  the  symptoms  of  insanity  as  disorders  of  conduct  and 
beJiavior.  Conduct  and  behavior  constitute  the  mental  life 
of  the  individual.  Certain  individuals  have  a  form  of  con- 
duct and  behavior  fit  to  meet  many  difficulties;  conduct 
and  behavior  may  be  sufficient  or  insufficient;  if  it  is  in- 
sufficient, it  gets  him  into  trouble  and  he  will  have 
to  use  the  ways  of  nature  in  trying  to  get  out  of 
the  trouble,  by  being  afflicted  with  depression  which 
gives  him  a  chance  to  extricate  himself,  or  a  breakdown 
which  gives  him  a  chance  to  begin  over  again.  One  can 
really  think  of  most  diseases  as  an  effort  to  right  them- 
selves and  giving  the  individual  a  chance  to  start  over. 
tk Disease"  is  one  of  the  means  of  picking  up  and  getting 
straight.  A  normal  depression  is  a  state  evolved  to  pro- 
tect ourselves,  as  we  are  depressed,  we  want  to  be  let  alone 
more  or  less  in  order  to  get  a  chance  to  build  up  our  fences 
again  and  strengthen  ourselves  instead  of  proceeding  head- 
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long  in  unfit  action.  Of  course  you  may  consider  this  a 
rather  optimistic  view  of  a  trouble,  but  it  seems  to  me  very 
well  in  harmony  with  the  facts.  Unfortunately  at  times 
this  normal  method  or  reaction  is  used  as  a  subterfuge.  I 
know  of  neurasthenias  which  are  a  permanent  excuse  from 
having  to  carry  the  burdens  of  unwelcome  duties.  To 
cure  them  means  to  make  them  fit  to  meet  the  frequently 
exaggerated  difficulties.  Instead  of  working  through  to 
a  solution  of  difficulties,  the  patient,  owing  to  the  fact  that 
he  has  not  the  necessary  funds  of  conduct  and  behavior 
and  mental  activity  generally,  or  because  he  has  not  the 
physical  funds,  or  because  some  poison  or  some  factor  dis- 
turbs the  balance,  works  himself  into  various  states  of 
mind  into  which  it  is  impossible  to  bring  help,  sometimes 
for  long  periods,  in  which  the  brain  may  undergo  deteri- 
oration. Whether  it  undergoes  deterioration  depends 
altogether  upon  the  factors  which  work  together  in  pro- 
ducing the  symptom  complex  of  the  disorder.  There  we 
may  have  to  speak  of  "dementia  praecox  ",  but  by  no  means 
all  the  cases  of  dementia  praecox  must  be  looked  upon  as 
cases  of  dementia.  The  term  "dementia  praecox"  is  a 
very  unfortunate  term.  It  really  indicates  merely  the  direc- 
tion in  which  things  may  go  if  they  can  not  be  stopped,  and, 
of  course,  in  some  individuals,  they  can  not  be  stopped  be- 
cause they  lack  the  ability  to  rally  after  things  have  gone 
so  far;  just  as  an  individual  may  know  how  to  balance 
himself  if  he  be  on  his  ordinary  feet  or  on  skates,  but 
when  he  gets  beyond  his  base  all  the  knowledge  of  equi- 
librium will  not  help  him,  he  will  naturally  have  to  tumble. 
A  great  number  of  mental  disorders  present  for  quite  a 
time  a  state  in  which  the  patient  is  relatively  unapproach- 
able. He  over-u^es  the  helps  of  the  normal  depressions, 
of  the  normal  retirement,  of  the  normal  condition  in  which 
one  would  like  to  "  crawl  into  a  hole."  We  all  know  what 
that  means;  but  he  over-uses  it.  We  have  to  wait  for 
chances  of  greater  approachability,  and  then  use  them 
with  a  knowledge  of  the  difficulty  the  patient  has  to  meet 
and  fails  in  without  help;  and  alas!  often  enough  notwith- 
standing the  belated  help.    Insight  in  these  directions 
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gives  us  some  valuable  points  for  prophylactic  work.  Un- 
fortunately we  find  that  physicians  have  been  overstating 
among  themselves  and  before  the  public  the  importance 
of  certain  simple  physical  causes,  and  we  have  to  learn  to 
reinstate  according  to  their  actual  merit  those  physical 
causes  for  which  we  have  merely  terms  of  conduct  and 
behavior,  terms  of  psychology,  but  which  are  none  the 
less  actual  and  real,  the  effects  of  abnormal  application  of 
mind  or  conduct  and  behavior,  be  it  for  the  satisfaction  of 
cravings  or  in  unhygienic  efforts  to  do  what  would  be  the 
best  if  done  with  a  proper  adaptation  of  the  aims  to  the 
means. 

Looking  over  the  field  for  our  preliminary  purposes, 
we  see  that  in  every  case  the  etiology  is  really  best  ex- 
pressed as  a  constellation  which  must  attain  a  certain 
balance  without  which  the  equilibrium  of  health  is  lost. 
Some  of  the  matters  are  individual  issues  (plainly  physi- 
cal, or  of  that  physical  type  which  we  call  conduct  and 
behavior),  others  more  sociological,  and  we  shall  now  try 
to  get  on  concrete  material  an  idea  of  what  elements  could 
be  singled  out. 

Dr.  Doran  (First  Assistant  Physician  at  Willard)  had 
the  kindness  to  send  me  the  case-abstracts  and  Mrs.  Por- 
ter (of  the  after-care  committee)  some  notes  on  after- 
care activity  in  a  number  of  cases  which  I  shall  discuss 
briefly  and  use  as  the  concrete  basis  of  formulation  of  a 
programme  of  work.  Some  excellent  work  has  been  done. 
I  do  not  mean  to  give  a  picture  of  it,  but  merely  analyze 
what  I  would  imagine  could  be  utilized  in  our  discussion. 

Provisionally  I  have  divided  the  cases  into  groups,  ac- 
cording to  the  things  to  be  met;  I  begin  with  the  toxic 
conditions,  which  are  especially  strongly  represented  since 
it  is  thought  here  that  it  is  one  of  the  principal  groups  in 
which  work  is  to  be  done  and  can  be  done. 

I  shall  then  review  a  certain  number  of  cases  of  manic- 
depressive  insanity: — that  disorder  which  occurs  in  attacks 
of  varying  duration,  ranging  from  one  week  to  years. 
Attacks  which  do  not  always  recur  in  the  same  form,  but 
sometimes  as  a  depression,  sometimes  as  an  excitement, 
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sometimes  as  something  like  paranoic  or  delusional  states, 
in  short,  a  disorder  that  is  apt  to  recur,  but  does  not  lead 
to  deterioration.  The  patient  arises  from  the  attack  in 
practically  the  condition  in  which  he  enters  it.  Further 
the  involution  melancholias, — the  form  of  depression 
which  is  most  apt  to  occur  after  the  second  half  of  life, 
when  the  involution  of  quite  a  number  of  the  functions  is 
beginning-  to  take  place. 

In  the  first  place,  there  are  three  cases  of  alcoholism 
plus  morphinism,  and  another  case  with  immoral  habits  in 
addition. 

In  the  case  of  K.  G.  B.  we  have  a  statement  of  an  injury. 
Friends  always  like  to  put  forth  injuries  as  a  cause;  they 
are  so  impersonal,  and — something  that  can  happen  to 
anyone.  I  am  making  this  remark  not  to  throw  doubt  on 
the  reality  of  its  bearing  in  this  case,  but  simply  as  a  col- 
lateral warning,  in  connection  with  our  discussion  of  the 
causes  of  disease.  The  patient  took  to  morphinism,  but 
the  abstract  unfortunately  does  not  state  definitely  under 
what  conditions — a  grave  omission — for  unless  you  know 
how  the  patient  came  to  use  morphine,  you  do  not  know 
what  to  counteract  especially.  Nobody  gets  into  the  habit 
of  using  it  without  some  cause,  and  the  relapses  again  con- 
tain a  kindred  element  which  we  must  know  in  order  to 
forestall  it.  Then  there  came  various  scandals,  misde- 
meanors, experience  in  police  courts,  divorce,  erratic  be- 
havior, etc.  The  case  was  described  as  "  moral  insanity" 
in  its  manifestations  at  the  hospitals, — she  belittled  the 
past,  showed  inaccuracies  about  the  dates  of  her  mar- 
rage  and  the  birth  of  the  child,  but  did  fairly  well  in  the 
hospital  and  outside;  as  certain  responsibilities  and  a  cer- 
tain confidence  were  again  vested  in  her,  she  took  to 
them.  She  had  a  little  relapse  now  and  then  in  conse- 
quence of  a  little  illness,  or  after  an  operation  and  stayed 
in  a  sanitarium  for  a  short  time;  but  then  she  took  to 
some  occupation  and  tried  to  become  proficient  in  mas- 
sage, without  however  succeeding.  Now  she  is  con- 
sidered to  be  safe  in  the  country.  In  a  case  of  that  sort  it 
would  seem  to  me  very  essential  to  know  what  leads  her 
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to  resort  to  morphinism — a  feeling-  of  uneasiness,  restless- 
ness very  often  connected  with  palpitation  of  the  heart 
and  a  condition  of  nervousness  which  if  handled  at  the 
proper  time  would  not  lead  to  a  relapse,  but  would  simmer 
down;  or  perhaps  pains  which  she  can  not  stand.  There 
are  people  who  are  perfect  cowards  with  regard  to  pain. 
There  is  nothing  else  to  be  done  but  that  she  is  put  into 
the  hands  of  people  who  can  handle  her  when  those  pains 
or  abnormal  feelings  come,  so  that  she  would  have  no 
excuse  to  resort  to  her  own  helps.  One  of  the  things 
which  I  would  have  most  confidence  in  would  be  a  purpose 
in  life. 

Mr.  Manro  (a  manager  of  Willard  and  one  of  the  after- 
care committee)  says  she  was  allowed  to  do  just  as  she 
pleased  from  a  young  child,  and  went  in  a  fast  set,  did 
not  know  how  to  cook  or  sew  or  do  anything,  and,  of 
course,  she  drifted. 

A  fundamental  defect  has  crept  into  the  education  of  a 
certain  class  of  American  women  if  to  have  a  purposeful 
occupation  has  to  decide  who  is  a  lady  and  who  is  not. 
A  case  like  the  one  in  hand  is  a  plain  lesson  in  after-care 
and  prevention  because  it  shows  so  glaringly  where  the 
error  was.  If  anyone  had  wanted  to  do  anything  funda- 
mental with  that  woman  it  should  have  been  done  while 
she  was  a  girl.  At  the  later  age  it  is  awkward  to  give 
the  corrections.  I  would  like  to  ask  you  how  many  adult 
people  would  consider  it  their  sphere  to  give  a  good  moral 
talking  to  a  person  who  has  long  skirts  or  long  trousers, 
as  the  case  may  be.  They  are  supposed  to  be  on  their 
own  feet  and  would  not  take  the  talking  to  from  any  one. 
The  church  might  offer  it  but  a  good  many  sinners  have 
nothing  to  do  with  it,  consequently  they  do  not  get  at  all 
what  they  need.  And  often  enough  there  is  an  excess  of 
moral  advice  and  too  little  concrete  help  towards  a  definite 
purpose  in  life. 

L.  O.  R.  is  another  morphinist.  She  began  to  take 
morphine  for  pains  at  twenty.  She  has  no  occupation; 
that  she  was  taught  to  play  the  violin  sounds  almost  like 
irony.    I  hope  it  will  please  her  farmer-husband.  She 
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took  morphine  up  to  twenty-four  grains  and  developed  a 
toxic  psychosis;  she  thought  her  father  was  in  the  next 
room ;  she  had  ideas  of  poisoning,  and,  of  course,  during 
the  period  when  the  morphine  was  taken  away  from  her, 
five  days  of  great  distress.  She  went  home  very  com- 
fortable, but  with  evidence  of  tuberculosis,  and  is  now 
married  to  a  young  farmer.  Was  he  informed  and  did  he 
know  whom  he  married?  There  is  a  man  fooled  into 
something  which  deprives  him  of  the  possibilities  of  what 
he  ought  to  get;  and  the  ex-patient  gets  something  which 
she  might  have  been  entitled  to  under  other  conditions. 
As  a  matter  of  fact  we  are  informed  that  she  has  taken  to 
morphine  again. 

This  brings  up  a  very  interesting  question  which  strikes 
me  especially  because  recently  I  got  an  inquiry  in  regard 
to  the  frequency  of  morphinism  and  the  possible  import- 
ance of  smuggling  of  opium  by  the  Chinese.  I  admit  that 
I  made  a  rather  indifferent  reply  to  the  letter,  because  at 
Manhattan  State  Hospital  on  Ward's  Island  we  had  rela- 
tively few  morphinists,  and  I  said  morphinism  did  not  play 
a  very  important  role  in  the  cases  of  my  hospital  experi- 
ence. Then  came  these  after-care  reports.  What  would 
interest  me  would  be  an  investigation  of  the  issue — 
"Whence  did  these  people  get  their  morphine?" 

Mrs.  Stewart  (a  manager  and  one  of  the  committee) 
suggested  "from  some  doctor." 

*  The  answer  covers  but  one  side.  I  would  like  to  get 
more  evidence  concerning  the  places  where  morphine  can 
be  obtained  and  to  collect  it  so  that  it  finally  becomes  im- 
partial evidence  and  material  for  prosecution.  There  is 
no;lawin  this  State  prohibiting  the  sale  of  opiates. 

There  is  something  very  definite  to  be  done;  and  unless 
we  have  concrete  reports  of  definite  people  and  concrete 
descriptions  we  will  never  accomplish  anything  with  the 
Legislature.  As  Dr.  John  W.  Russell  (of  the  staff)  sug- 
gests, a  law  has  recently  been  passed  prohibiting  the  sale 
of  cocaine;  with  him,  I  can  not  understand  why  they 
omitted  morphine. 

The  next  case  is  that  of  C.  T.,  who  is  said  to  have  been 
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a  cook  in  a  house  of  ill-repute,  and  was  picked  up  in  a 
street  of  Waterloo  in  a  grandiose  excitement,  her  thighs 
full  of  morphine  marks.  She  passed  through  a  status 
epilepticus  and  then  recovered.  That  case  was  treated  by 
Mr.  Manro,  as  quite  a  number  of  others,  in  that  com- 
mendable and  self-sacrificing  way  of  taking  her  into  his 
family.  She  had  been  at  Willard  two  years  and  did  well 
in  her  new  position.  But  then  came  an  experience  which, 
of  course,  all  of  us  have  had;  one  wants  to  be  lenient  with 
the  patient;  and  she  is  allowed  to  go  to  Waterloo  for  one 
day  and  she  does  not  come  back  for  a  week.  She  soon 
went  back  to  Waterloo.  Here  arises  the  question  of  com- 
pulsory guardianship.  To  what  extent  may  a  probation 
system  be  applied  and  could  it  be  a  part  of  organization 
of  the  existing  probation  system? 

Let  us  take  J.  H.  W.,  a  somewhat  defective  farmer  of 
43;  his  family  is  tubercular  and  one  brother  is  a  drunkard. 
He  himself  has  been  intoxicated  and  there  is  a  question 
of  tuberculosis.  In  March,  1906,  he  experienced  an  upset. 
His  face  pained  him;  he  thought  people  were  going  to 
shoot  him.  In  May  he  was  hurt  slightly  and  then  remained 
inactive.  In  August  he  rushed  out  of  the  house  afraid  of 
Italians.  He  soon  quieted  down.  Here  we  are  dealing 
with  a  relatively  defective  individual.  What  can  be  done 
with  him?  He  evidently  needs  protected  environment 
free  from  alcohol  and  with  wholesome  recreative  enjoy- 
ment instead.  It  seems  to  me  that  before  the  patient  ^ 
returns  to  the  home  the  after-care  helper  should  have 
information  of  the  case  and  should  be  in  a  position  to  in- 
vestigate what  can  be  done  to  prepare  an  adequate  envi- 
ronment. If  notification  is  not  given  before  the  patient 
is  discharged  the  patient  is  apt  to  disappear  before  any- 
thing can  be  done.  The  after-care  must  begin  before  the 
patient  leaves  the  hospital,  and  the  after-care  committee 
would,  of  course,  be  better  off  if  its  relations  with  the  hos- 
pital were  more  frequent  than  once  in  six  months.  It  is 
only  while  the  patient  is  in  the  hospital  that  you  can  get 
the  family  thoroughly  interested  in  their  responsibility. 
It  is  then  that  the  relatives  should  be  brought  into  rela- 
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tions  with  the  after-care  helper,  and  it  is  only  then  that 
you  can  get  the  confidence  of  the  patient  absolutely  and 
with  certainty.  It  is  by  far  the  best  and  safest  plan  to 
get  acquainted  with  the  patients  and  the  situation  while 
they  are  still  under  control. 

The  case  of  J.  W.  brings  out  some  instructive  points. 
You  know  how  Mr.  Manro  took  him  into  his  coal  yard; 
how  he  helped  him  through  two  relapses  by  encouraging 
him  with  a  promotion  and  giving  him  a  sufficient  purpose 
in  life  so  that  he  seems  to  be  getting  along  very  nicely. 
He  is  35,  colored,  the  offspring  of  a  very  licentious 
mother.  He  was  born  in  Waterloo,  and  alcoholic  since  16. 
Of  late  years  he  went  on  sprees  every  two  weeks,  used 
tobacco;  and  of  late  worked  in  a  factory  with  benzine. 
He  had  a  record  of  numerous  arrests.  He  thought  Ben 
Mongin  had  conspired  against  him  to  deprive  him  of  his 
liberty;  a  hypnotist  was  able  to  change  his  wife  from  black 
to  white  at  any  time.  He  thought  himself  a  detective  on 
the  N.  Y.  C.  R.  R.  Enemies  and  bloodhounds  were  in 
Waterloo.  He  heard  men  plotting.  But  he  was  king  of 
the  detectives.  His  calculation  and  reading  were  poor. 
He  had  albumen  in  the  urine.  The  official  diagnosis  was 
"  paranoiac  condition. " 

The  after-care  observation  has  helped  the  physcians  to 
correct  the  facts,  so  that  in  the  future  if  a  case  of  the  same 
kind  should  occur  they  will  realize  the  relative  hopeful- 
ness of  some  of  these  alcoholic  paranoid  states. 

Another  case  with  a  certain  extension  of  the  problem  is 
that  of  H.  D.,  an  iron  molder,  also  disposed  to  alcoholism, 
but  afflicted  with  recurrent  attacks.  I  am  fairly  convinced 
that  quite  a  little  might  have  been  done  with  that  man  if 
he  had  been  dealt  with  in  his  first  attack  so  as  to  put  him- 
self and  his  people  on  their  guard.  At  thirty,  in  some 
alcoholic  excitement  he  became  very  much  upset  because 
the  company  became  so  intoxicated,  that  they  started  on 
a  frolic  in  which  his  wife  was  kissed  by  a  number  of  men, 
whether  it  was  in  games  or  not  I  do  not  know;  at  any 
rate  it  was  on  that  concrete  basis  that  delusions  of  jealousy 
were  founded.    I  am  inclined  to  think  that  a  matter  of 
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that  sort  straightened  out  in  time  would  bring  a  man  to 
the  concrete  basis  of  correction  of  what  otherwise  forms 
a  rut.  From  the  same  first  attack  ill-feeling  about  the 
union  men  grew  up,  possibly  through  misunderstandings. 
Then  in  the  second  attack  the  union  men  began  to  play  a 
role.  He  shot  a  man.  It  would  seem  that  an  after-care 
committee  might  do  quite  a  little  to  prevent  causes  for 
partly  real  partly  morbid  grievances. 

The  record  of  E.  W.  gives  another  instance  of  matters 
to  be  adjusted  in  the  environment.  The  husband  of  ugly 
disposition;  the  family  disreputable.  Further,  in  the 
case  of  C.  V.,  a  young  fellow  of  19,  we  can  see  there  is 
some  work  to  be  done  with  his  three  brothers  who  are 
said  to  be  intemperate.  The  patient,  when  brooding  over 
his  father's  death,  took  to  smoking  and  drinking,  and  evi- 
dently did  not  know  how  to  meet  such  a  crisis.  What 
can  be  done  to  fortify  such  an  individual  to  meet  some 
things  in  a  practical  way? 

Looking  over  the  alcoholics  we  may  depend  on  giving 
them  strong  enough  interests,  but  you  often  have  to  use 
additional  helps,  through  societies,  by  getting  them  into 
contact  with  organized  abstinence  circles.  To  do  that 
adequately  it  seems  to  me  that  the  after-care  should  have 
a  directory  of  all  the  societies  for  anti-alcoholic  propa- 
ganda in  the  district.  Many  a  patient  has  got  to  be 
reached  by  people  of  his  own  level  as  has  been  shown  by 
the  Salvation  Army.  The  after-care  committee  ought 
not  to  try  and  simply  be  it  and  not  take  advantage  of  all 
the  numerous  people  who  would  be  perfectly  willing  to 
help  if  they  knew  how  and  where. 

Mrs.  Stewart  suggests  that  "  if  your  subject  happens  to 
be  a  Roman  Catholic,  you  can  do  something." 

This  is  a  rather  hard  indictment  of  Protestant  societies, 
and  I  think  it  would  be  well  to  let  them  know  it  and  stir 
them  up.  In  this  country  I  must  confess  the  matter  of  anti- 
alcoholic  propaganda  has  been  allowed  to  become  sadly 
lax.  It  will  of  course  always  depend  on  one  or  two  indi- 
viduals in  a  community  who  have  enough  determination 
and  personal  inspiration.     Professor  Forel  attained  his 
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purpose  of  finding-  a  leader  by  putting  a  shoemaker  in 
charge  of  a  hospital  for  drunkards.  That  shoemaker  had 
the  conviction  that  something  could  be  done  (see  Ameri- 
can Journal  of  Insanity,  1900).  Forel  himself  told  me  he 
did  not  think  many  physicians  could  do  it  because  they 
are  apt  not  to  have  the  necessary  single-minded  deter- 
mination. If  you  want  to  have  success  you  must  have 
conviction. 

In  reply  to  Mrs.  Stewart's  question  about  abstinence 
societies  in  Switzerland,  I  would  say  very  briefly  that  there 
are  several,  some  of  them  connected  with  religious  features 
and  others  absolutely  independent.  There  are  many  mis- 
creants who  coul.d  not  be  brought  within  the  folds  of  the 
church.  There  are  also  many  intellectual  people  who, 
for  some  reason  or  other  could  not  ally  themselves  to  or 
might  not  be  acceptable  in  a  definite  congregation. 

It  is  indeed  well  to  recognize  the  many  different  sets 
and  types  of  social  units  and  the  types  of  persons  that 
would  appeal  to  them.  This  morning  we  saw  a  Methodist 
farmer  who  was  converted  from  alcoholism  and  then  gave 
others  the  benefit  of  his  conviction,  but  unfortunately 
beyond  his  own  balance.  Such  a  man  might  do  some 
good  if  properly  guided  and  used.  Certain  converts  are 
apt  to  be  the  most  useful  people;  they  work  among  people 
of  their  level  very  much  better  than  educated  people  could 
do,  who  speak  a  different  language.  Use  individuals  who 
have  the  conviction  and  help  them;  the  strength  and 
safeguards  lie  in  organization. 

A  great  function  of  societies  lies  in  their  bringing  some 
fun  and  entertainment.  This  is  one  of  those  things  pre- 
vention has  got  to  be  most  concerned  about.  There 
are  in  the  country  and  in  cities  difficulties  in  the  possibility 
of  having  legitimate  fun.  The  problem  of  creating  possi- 
bilities of  decent  fun  should  be  just  as  noble  a  task  of  the 
well-meaning  people  as  to  provide  occasions  for  religious 
and  moral  exhortation.  How  can  village  communities 
get  their  fun? 

There  must  be  a  lack  of  the  more  wholesome  means  of 
recreation,  and  there  should  be  some  work  done  by  the 
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local  and  general  societies  who  will  take  an  interest.  In 
my  paper  read  in  Albany,  I  especially  emphasized  the 
desirability  of  getting  into  communication  with  Young 
Mens'  Christian  Associations  and  other  organizations.  It 
is  impossible  for  a  committee  to  patrol  the  whole  ground. 
You  have  to  organize  your  forces  judiciously,  by  carefully 
interesting  those  who  you  know  have  done  something  in 
practical  directions.  The  experience  in  the  Willard 
Hospital  district  shows  especially  that  we  must  improve 
the  social  spirit  in  country  districts  by  providing  more 
social  enjoyment.  In  this  ordinary  demands  of  hygiene 
join  our  prophylaxis.  A  move  in  this  direction  helps  the 
sick  and  at  the  same  time  a  lot  of  other  people.  In  this 
each  stratum  of  society  must  find  its  own  remedies ;  hence, 
the  necessity  of  making  the  after-care  movement  a  very 
broad  one  which  even  can  make  use  of  the  help  of  a  post- 
man, as  in  one  of  Mrs.  Stewart's  cases.  The  postman,  if 
he  is  the  right  man,  can  keep  you  informed  as  to  how 
things  go  and  carry  some  practical  encouragement  if  he  is 
the  right  person.  A  timely  word  or  a  reminder  of  certain 
helpful  opportunities  for  some  enjoyment  free  from  alco- 
hol, etc.,  would  be  quite  within  the  reach  of  a  postman. 

The  series  of  cases  suggested  an  additional  point.  I 
had  to  put  a  big  black  cross  in  my  mind  over  the  town  of 
Waterloo.  There  is  a  town  which  evidently  contains 
centers  of  infection,  which  the  community  can  not  afford 
to  tolerate,  and  which  can  be  attacked  if  one  has  sufficient 
material  against  them. 

The  after-care  committee,  together  with  the  physicians 
of  the  hospital,  would  do  well  to  keep  a  record  of  what  is 
most  vicious  in  various  communities  and  then  wait  for  an 
opportunity  to  eradicate  it.  I  do  believe  that  Waterloo, 
for  instance,  is  a  place  which  ought  to  be  cleaned  up. 
The  authorities  and  the  good  and  bad  people  may  not 
pay  much  attention  to  remonstrations  until  sufficient 
material  accumulates  and  is  plunged  at  the  right  time, 
and  then  you  may  be  able  to  do  something.  These  are 
difficult  tasks,  I  know,  but  there  is  no  way  of  doing  any- 
thing by  keeping  quiet  or  by  making  abstract  complaints. 
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I  now  shall  return  to  a  type  of  conditions  which  demand 
somewhat  more  individual  help.  In  this  respect  the 
material  sent  me  gives  many  interesting-  points  which  I 
shall  take  up  very  briefly  without  having  time  to  enter 
much  upon  the  discussion  of  some  of  it  and  its  relation  to 
individual  cases.  Of  the  cases  mentioned  that  of  H.  D. 
gives  a  few  suggestions  of  how  the  physicians,  with  the 
help  of  the  after-care  worker  might  get  the  facts  with 
which  to  correct  misconceptions,  which,  if  left  uncorrected, 
may  play  a  rather  disastrous  role  in  later  attacks. 

But  there  are  many  other  cases  in  which  the  after-care 
worker  can  do  much  for  the  patient  and  the  family  and  the 
hospital. 

Of  V.  N.  the  record  says:  li  She  is  not  yet  quite  sound 
mentally."  Here  it  might  have  been  a  good  thing  to  ask 
the  patient  to  correspond  with  the  physician.  The  after- 
care worker  writes  to  or  goes  to  see  the  physician  who  had 
the  patient  in  charge.  On  Ward's  Island  that  is  done  a 
great  deal.  Of  course  it  is  easy  there  on  account  of  the 
small  distance,  which  also  makes  it  easy  to  have  the  patient 
call  on  the  hospital  personally.  Here  it  would  have  to  be 
done  in  this  way:  Induce  some  physician  in  the  com- 
munity who  takes  a  strong  interest  in  the  cause  to  take  an 
interest  in  the  case,  and  the  patient  then  might  be  told  to 
go  and  talk  matters  over  with  him,  in  case  of  difficulties 
arising,  and  then  the  physician  may  if  necessary  consult, 
or  correspond  with,  the  hospital,  or  may  occasionally  visit 
Willard  State  Hospital  to  talk  over  in  detail  some  groups 
of  cases.  Or  the  after-care  worker  might  consult  such  a 
physician  and  get  advice  from  the  local  standpoint  as  well 
as  from  the  hospital  standpoint.  It  is  a  great  deal  to  ask 
from  a  practitioner  but  I  think  it  would  be  well  worth 
while  and  one  of  the  ways  to  get  physicians  to  outgrow 
their  indifference  towards  insanity. 

There  is  one  case  that  interested  me  specially,  M.  S.,  a 
real  trial  to  the  after-care  worker.  That  woman,  with  an 
explanation  of  the  problem,  ought  to  be  referred  to  a 
dispensary  to  report  from  time  to  time  and  get  an  authori- 
tative going-over  from  a  physician;  she  should  be  given 
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some  things  which  oblige  her  to  come  back  regularly  and 
report  and  give  an  account  of  herself.  She  is  a  case  of 
epilepsy  and  very  difficult  to  handle,  but  between  physi- 
cian and  after-care  worker  she  might  fare  better  than 
otherwise. 

E.  B.  is  a  very  instructive  case  of  acquired  neurasthenia 
who  becomes  violent  and  abusive  on  the  slightest  provo- 
cation. Doctor  Jacks  got  into  relation  with  this  patient 
after  she  left  the  hospital.  When  he  made  his  call  the 
husband  told  him  that  he  had  better  not  come  in  because 
his  wife  would  go  into  a  tantrum.  It  simply  shows  that 
you  can  not  expect  to  initiate  after-care  work  in  a  delicate 
case  of  that  kind  without  preparation,  and  the  preparation 
has  got  to  be  made  when  the  patient  is  at  the  hospital  and 
the  relatives  are  willing  to  bring  about  a  compromise.  I 
have  absolutely  no  doubt  but  that  the  fact  that  somebody 
visits  her  and  that  there  was  an  outsider  keeping  track  of 
the  affairs,  would  have  made  her  a  more  tractable  patient 
in  her  home.  As  it  is  now  she  thinks  her  people  have 
enough  family  pride  to  keep  quiet  and  she  simply  does 
as  she  pleases.  One  daughter  is  very  much  like  her; 
thus  we  seem  to  miss  an  opportunity  of  prophylaxis 
as  well. 

E.  M.  M.  is  a  very  interesting  case  giving  possibilities 
of  insight  into  certain  difficulties  connected  with  many 
cases  of  depressions.  Very  often  these  patients  come  to 
a  stage  where  they  press  for  discharge.  They  appeal  to 
the  families  and  the  families  begin  to  get  worried  and 
think  they  must  take  that  patient  out.  I  think  an  after- 
care worker  who  has  seen  that  a  number  of  times,  can  give 
the  family  quite  a  little  sound  advice  which  they  are  more 
apt  to  take  from  a  lay-advisor  than  from  physicians,  be- 
cause people  outside  always  believe  the  physicians  have 
an  interest  in  keeping  the  patient.  There  is  a  miscon- 
ception which  after-care  workers  can  help  to  up-root  and 
by  doing  that  they  can  also  prepare  the  family  to 
act  more  sensibly  with  regard  to  the  discharge  of  a 
patient  and  to  consider  whether  they  are  really  ready 
to  take  a  patient  home.    On  the  other  hand,  the  after- 
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care  worker  can  materially  facilitate  the  early  discharge 
of  certain  other  cases.  Mr.  Manro  did  something  that 
appealed  to  me  very  much.  He  induced  the  son  of 
Mrs.  B.,  a  case  of  senile  debility,  to  get  a  nurse  and 
keep  her  at  home. 

M.  B.  F.,  a  young  woman  of  26  was  discharged,  well, 
after  a  somewhat  ominous  psychosis.  Mrs.  Acker  found 
her  well  and  making  a  pleasant  home  for  her  children. 
She  then  gave  birth  to  a  second  child  and  relapsed — after 
six  months'  lactation!  This  case  shows  well  the  need 
of  protracted  attention,  especially  in  married  women. 
If  a  patient,  after  relative  recovery,  has  a  child  the  mat- 
ter needs  quite  a  little  looking  into,  and  a  little  sensible 
advice  from  people  who  know  better  how  to  deal  with  such 
a  situation,  would  be  perfectly  timely,  and  I  think  a 
woman  in  that  situation  would  take  advice  very  well  with- 
out having  to  be  brought  to  a  physician.  I  am  inclined 
to  think  that  is  one  of  the  best  illustrations  as  to  why 
after-care  should  not  limit  itself  to  two  months.  I  sup- 
pose the  fear  of  making  dependents  is  at  the  bottom  of 
that  principle.  As  a  matter  of  fact  there  forms  almost 
a  life  relation  between  those  who  had  once  found  help  and 
do  not  make  themselves  a  burden.  Many  a  patient  needs 
an  opportunity  to  make  a  friend,  and  usually  a  friend  for 
life,  if  they  deserve  it. 

Another  important  role  which  I  have  not  mentioned  so 
far  is  the  relief  of  the  feeling  of  prejudice  and  sensitiveness 
on  the  part  of  the  patient  or  of  the  family.  In  one  case 
of  depression  I  find  a  note  that  there  is  quite  a  little  sen- 
sitiveness about  having  been  at  the  hospital,  a  feeling 
which  should  be  straightened  out ;  further,  we  meet  with 
complaints  of  having  been  badly  treated.  It  is  well  worth 
while  to  take  up  the  complaints  and  to  give  the  patient  the 
satisfaction  of  a  fair  inquiry.  We  must,  of  course,  not 
join  the  flurry  of  indignation  before  we  have  seen  how 
the  facts  are  on  both  sides;  but  after  that  is  done  we  can 
talk  over  the  situation  in  the  most  sensible  way.  There 
are,  of  course,  many  other  different  problems  which  a 
patient  may  have  to  settle,  from  love  affairs  to  complicated 
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troubles  that  nobody  wants  to  handle  directly;  in  such 
cases  the  best  thing-  is  to  talk  the  matter  over  with  the 
physician  and  then  see  what  you  can  do  with  the  patient. 

Above  all  things,  correct  the  impressions  incurred  at 
the  hospital  if  they  happen  to  be  wrong.  Keep  in  touch 
with  the  patient,  favor  correspondence  with  the  patient, 
and  encourage  correspondence  between  the  patient  and 
the  hospital.  See  that  the  patient  visits  the  hospital 
once  in  a  while  to  see  his  or  her  physician  again,  and  see 
that  occasionally  the  home  is  adjusted  by  providing  a 
nurse,  as  in  the  case  of  Mrs.  B.,  or  by  eliminating  certain 
people  who  are  trying.  This  is  very  often  possible. 
Accumulate  information  as  to  how  successes  were  obtained 
with  difficult  situations,  and  discuss  the  failures.  See 
that  the  distribution  of  etiological  factors  is  watched  in 
your  district.  Collect  your  material  concerning  such  a 
town  as  Waterloo. 

There  further  comes  the  difficult  question  of  how  to 
spread  ideas  of  eugenics,  and  how  to  protect  women,  and 
underformed  candidates  for  marriage.  Gradually  try  to 
prepare  some  popular  pamphlets  for  distribution,  which 
rise  out  of  your  experience  and  can  be  given  out  as 
general  information;  communicate  your  successes  in  a 
pamphlet  which  will  interest  some  other  people. 

Last  not  least — the  after-care  movement  must  also  assist 
the  physicians  and  supplement  the  impressions  the  phy- 
sician gets  from  seeing  only  the  patient  and  the  relatives 
who  are  perhaps  in  a  state  of  excitement  when  they  arrive 
at  the  hospital,  and  may  have  reasons  to  misrepresent  the 
facts.  After  the  patient  is  discharged,  help  the  physicians 
complete  the  picture  of  the  patient  by  reporting  to  them 
the  fluctuations  you  observe;  it  will  always  be  to  your 
benefit  because  you  thus  get  a  chance  of  talking  over 
certain  difficulties. 

The  more  I  see  of  after-care  and  prophylaxis  the  more 
clearly  do  I  see  that  it  is  in  the  interest  of  the  hospital  to 
be  the  leading  element  of  the  after-care  organization  and 
prophylaxis  organization  in  its  district.  To  my  mind  the 
hospital  has  been  too  much  a  continuation  of  the  alms- 
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house — doing  the  best  that  it  can  for  the  cases  that  were 
brought  in  and  dumped  down.  To-day  we  know  that 
even  with  the  best  of  care  we  can  not  rest  there.  The 
hospital  is  the  place  where  the  experience  is  collected 
such  as  creates  obligations  and  the  hospital  ought  to 
be  under  the  responsibility  to  use  that  experience.  We 
ought  to  have  enough  physicians  to  go  to  a  locality 
and  look  up  a  situation,  instead  of  having  them  grind 
year  in  and  year  out  in  the  wards  and  at  the  desks. 
It  is  not  well  that  those  who  should  know  most  should 
be  shut  off  from  even  a  chance  at  preventive  and  cor- 
rective obligations.  I  know  very  well  that  it  is  not  well 
to  invite  too  many  responsibilities  and  especially  that  the 
hospitals  can  not  afford  to  take  upon  themselves  the  steps 
for  correction;  that  is  why  outside  workers  must  be  had 
who  do  not  bring  legislative  wrath  down  upon  the  hospital, 
if  certain  interests  are  affected  by  a  movement  for  the 
correction  of  local  dangers  to  mental  hygiene.  The  ques- 
tion is  asked  whether  it  would  be  well  to  notify  the 
after-care  committee  in  all  cases  and  to  allow  the  members 
to  seek  out  the  cases  that  need  their  attention.  It  seems 
to  me  that  this  might  properly  supplement  the  present 
plan,  since  at  the  hospital  we  can  not  always  know  what 
the  needs  of  the  home-surroundings  are.  The  selection 
should  be  made  a  matter  of  collaboration. 

Mrs.  Hopkins  of  the  Committee:  Would  you  recom- 
mend that  the  members  of  the  after-care  committee  be 
notified  perhaps  a  month  before  the  physicians  thought  it 
would  be  wise  to  discharge  or  parole  the  patient,  and  then 
let  that  member  of  the  committee  come  here  and  talk 
with  the  physician  and  meet  the  patient  ? 

Dr.  Meyer:  The  matter  could  be  arranged  so,  that 
there  should  be  rather  frequent  correspondence  between 
the  hospital  and  the  after-care  workers,  much  more  fre- 
quent than  is  the  case  in  the  present  regime.  Then  cer- 
tain questions  might  be  put  to  an  after-care  worker  to 
look  up.  We  have  such  and  such  a  patient — with  ques- 
tions which  we  can  not  settle ;  can  you,  perhaps,  get  some 
information  concerning  them  ? 
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Mrs.  Hopkins:  Then  you  would  advise  that  the  after- 
care workers  go  to  the  family  and  familiarize  themselves 
with  some  of  the  things  to  do  later  ? 

Dr.  Meyer:  Yes;  after  consultation  with  the  physi- 
cian. It  seems  to  me  that  really  the  relationship  has  got 
to  be  established  while  the  patient  is  at  the  hospital,  be- 
cause otherwise  the  threads  will  tear,  as  with  one  of  the 
patients  who  had  already  left  town  with  a  circus  when  the 
after-care  workers  got  the  first  information  of  his  where- 
abouts. 

Dr.  Russell:  It  seems  to  me  that  the  number  of  after- 
care workers  in  this  district  is  too  small. 

Dr.  Meyer:  That  is  the  experience  of  every  after-care 
worker  with  the  present  situation.  I  do  not  know 
whether  recommendations  concerning  the  present  organ- 
ization would  be  in  order.  It  was  an  admirable  thing 
that  the  Charities  Aid  Association  took  charge  of  this 
movement.  Yet,  to  my  mind,  the  spirit  of  the  move- 
ment demands  that  each  hospital  should  organize  the 
work  together  with  the  State  Charities  Aid  Association, 
but  free  to  expand  beyond  the  membership  of  the  associa- 
tion. For  this  we  should  get  a  kind  of  directory,  with 
some  information  as  to  what  people  are  available  and  fit 
to  be  drawn  into  work  in  your  districts.  I  would  advise 
you  not  to  take  anybody  who  had  not  already  shown  that  he 
or  she  had  done  something  in  the  cause.  Above  all  things 
we  should  not  take  in  anybody  on  the  ground  of  social 
standing,  etc.,  because  that  only  complicates  the  machin- 
ery. Leave  the  committee  in  its  present  size  and  then 
make  the  additions  practically  as  "friends  taken  into 
confidence",  and  by  the  time  they  have  done  enough 
work,  they  will  get  their  natural  position  in  the 
movement.  I  would  strongly  advise  leaving  the  com- 
mittee as  a  committee,  and  then  draw  in  as  many 
workers  as  possible  without  undue  over- organization  of 
the  scheme. 

Dr.  Doran  :  There  is  another  point  you  mentioned. 
That  is  the  matter  of  compulsory  guardianship — that 
might  be  discussed  a  little. 
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Dr.  Meyer:  There  are  in  some  countries  and  States 
special  institutions  for  inebriates,  and  the  patients  on 
discharge  are  put  under  a  system  of  probation  or 
parole.  It  also  ought  to  be  in  the  discretion  of  the 
Judge  to  assign  an  inebriate  to  probation  or  super- 
vision before  commitment  is  necessary.  The  super- 
vision or  responsibility  might  properly  be  assigned  to 
a  local  prophylaxis  committee  or  to  proper  organiza- 
tions like  the  after-care  committee,  or  in  cases  that 
have  come  into  conflict  with  the  law,  to  the  official 
probation  officers. 
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A  STUDY  IN  THE  ETIOLOGY  OF  INSANITY. 


By  William  Mabon,  M.  D., 

Superintendent  and  Medical  Director,  Manhattan  State  Hospital, 
Ward's  Island,  New  York. 

In  studying  the  etiology  of  insanity,  we  should  always 
keep  in  mind  the  fact  that  in  but  few  patients  can  the 
mental  breakdown  be  attributed  to  a  single  cause,  to  the 
exclusion  of  other  factors  in  the  case.  In  most  of  our 
patients  there  is  an  underlying  unstable  nervous  organi- 
zation very  susceptible  to  a  variety  of  factors  both  physical 
and  psychic,  any  one  of  which,  under  suitable  conditions, 
may  be  the  precipitating  cause  of  the  psychosis.  In  other 
words,  the  so-called  "cause"  in  itself  would  not  be  suf- 
ficient to  produce  insanity  in  most  cases  were  it  not  for 
this  nervous  predisposition.  It  is  not  my  intention,  nor 
have  the  time,  to  consider  in  the  961  cases  which  we  are 
about  to  discuss  any  factors  except  those  exciting  ones 
which  are  said  to  have  precipitated  the  psychoses.  The 
facts  which  I  present  to-night  are  simply  preliminary  to  a 
more  detailed  study  of  all  the  ascertainable  factors  which 
have  been  found  to  have  existed. 

The  following  grouping  has  been  made  of  the  forms  of 
insanity  studied :  , 

First.  Psycho-neuroses  and  constitutional  inferiorities. 
These  include  epilepsy,  hysteria,  neurasthenia,  psychas- 
thenia  and  constitutional  inferiority  of  various  kinds. 

Second.  The  psychoses  with  organic  nervous  diseases 
such  as  brain  tumor,  gross  lesions,  traumatic  psychosis, 
senile  psychosis  and  general  paralysis  of  the  insane. 

Third.  The  toxic  psychoses,  including  alcohol,  drugs 
and  other  toxic  agents. 

Fourth.    The  infective-exhaustive  psychoses. 

Fifth.  Depressed  states,  such  as  involutional  melan- 
cholia, depressive  hallucinosis,  symptomatic  depressions 
and  depressions  not  sufficiently  differentiated. 

Sixth.    The  dementia  praecox — paranoic  group. 

Seventh.    The  manic-depressive  insanities. 

Of  these  groups  the  psychoses  with  organic  nervous  dis- 
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eases  occupy  the  first  place  as  to  numbers.  The  toxic 
insanities  and  the  dementia  praecox — paranoic  group  are 
second,  there  having-  been  an  equal  number  of  each  of 
these  classes.  Manic-depressive  insanity  was  third;  in- 
fective-exhaustive insanity  was  fourth;  the  depressed 
states  were  fifth  and  the  psycho-neuroses  and  constitu- 
tional inferiorities  were  sixth. 

The  causes  as  studied  were,  first,  physical;  second, 
psychic;  and  third,  a  combination  of  the  physical  and 
psychic,  which  for  purposes  of  description  will  be  called 
combination  or  combined  causes. 

Of  the  442  men  the  insanities  of  358,  or  80.99^,  were 
due  to  physical  causes ;  those  of  58,  or  over  13$,  were  due  to 
psychic  causes  and  those  of  26,  or  nearly  6$,  were  due  to 
combined  causes. 

Of  the  519  women  the  attacks  of  336,  or  64.73^,  were 
due  to  physical  causes;  those  of  159,  or  over  30$  were  due 
to  psychic  causes  and  those  of  24,  or  nearly  5$,  were  due 
to  combined  causes. 

You  will  see,  therefore,  that  the  psychic  causes  operate 
in  women  more  than  twice  as  extensively  as  in  men.  Of 
the  961  cases  in  all,  694,  or  over  72$,  were  said  to  be  due 
to  physical  causes;  217,  or  over  22$,  were  due  to  psychic 
causes  and  50,  or  over  5$,  were  due  to  combined  causes. 

The  principal  physical  causes  were — 

First.  Alcohol,  either  alone  or  combined  with  other 
physical  agents,  such  as  toxic  material,  syphilis,  trauma, 
pulmonary  and  circulatory  diseases,  pregnancy,  parturition 
etc.,  fevers  and  infections,  ill-health  and  epilepsy. 

Second.  Arteriosclerosis,  either  alone  or  combined 
with  other  physical  conditions. 

Third.  Pregnancy,  parturition,  puerperal  states,  lacta- 
tion, and  uterine  and  ovarian  diseases. 

Fourth.  Syphilis. 

Fifth.    Fevers  and  infections. 

Sixth.    General  ill-health. 

The  principal  psychic  causes  were — 

First.  Worry  and  anxiety,  grief,  domestic  trouble, 
including  loss  of  relatives  and  friends. 
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Second.    Disappointed  affections,  including  seduction. 
Third.    Anxiety  about  business  and  financial  affairs. 
Fourth.    Psychic  trauma. 
Fifth.  Nostalgia. 

Of  the  combined  causes  the  most  important  is  alcohol 
in  connection  with  some  one  of  the  above  mentioned 
psychic  causes. 

Of  all  the  causes,  alcohol,  either  alone  or  combined, 
stands  out  most  prominently.  Indeed,  of  358  men  whose 
insanity  was  said  to  be  due  to  physical  causes,  145,  or  over 
4c/-,  were  due  to  alcohol  alone,  while  231,  or  over  64$, 
were  due  to  alcohol  and  other  physical  causes  including 
syphilis,  while  of  the  men  whose  insanity  was  due  to 
combined  causes,  over  3or;  had  alcohol  as  one  of  the  factors. 

Among  the  336  women  in  which  the  exciting  cause  was 
physical,  over  25^;  were  due  to  alcohol  alone,  and  33$  were 
due  to  alcohol  and  other  physical  agents  including  syphilis. 
Of  the  combined  causes  alcohol  was  a  factor  among  the 
women  in  40';.  This  shows  a  higher  rate  in  this  class  than 
the  men,  but  as  we  shall  see  in  a  further  review  of  these 
cases,  the  mental  factors  have  been  more  prominent  among 
the  women  than  they  have  among  the  men.  Considering 
all  the  causes  of  insanity,  alcohol  alone  or  in  combination 
was  the  precipitating  agent  in  37^.  Among  the  men  the 
percentage  is  higher,  viz.,  55^,  while  among  the  women  it 
is  lower,  viz.,  22^.  We  therefore  see  in  these  cases 
where  complete  histories  were  obtained  that  the  most 
potent  agent  is  alcohol,  and  we  thus  have  in  more  than  a 
third  of  all  cases  a  cause  which  is  preventable. 

The  other  chief  preventable  causes  of  insanity  are 
syphilis,  fevers,  infections,  tuberculosis,  overwork  and 
privation.  These  with  alcohol  form  a  very  large  propor- 
tion of  the  causes,  particularly  among  the  men,  while 
among  the  women  the  figures  are  not  so  high.  With  the 
latter,  however,  pregnancy,  parturition,  the  puerperal 
state,  lactation,  uterine  and  ovarian  diseases  are  most 
prominent. 

We  will  now  take  up  the  different  groups  in  the  order 
of  frequency,  and  see  the  relative  value  of  the  exciting 
causes. 


First,  we  will  consider  the  psychoses  associated  with 
organic  nervous  diseases.  Here  we  find  that  out  of  225 
patients,  219,  or  97.33s  were  due  to  physical  causes  alone. 
Four,  or  one  and  a  fraction  per  cent.,  were  due  to 
psychic,  and  two,  or  88v  were  due  to  combined.  Divided 
between  the  sexes  we  find  that  of  the  men,  137,  or  99.27$, 
were  due  to  physical;  none  were  due  to  psychic,  and  one 
only  was  ascribed  to  combined  causes.  Among  the  women 
over  94$  were  due  to  physical;  4^$  were  due  to  psychic, 
and  a  little  over  one  per  cent. ,  was  due  to  combined  causes. 
In  this  group  the  three  principal  physical  agents,  both 
among  the  men  and  the  women,  were  alcohol,  arterio- 
sclerosis and  syphilis. 

Second,  in  the  toxic  psychoses,  none  were  due  to  psychic, 
and  only  6.25";  in  women  and  5.45$  in  men,  or  an  average 
of  5.78$  of  the  total  number,  were  due  to  combined  causes. 
It  is  striking  to  see  that  over  19$  of  the  total  number  of 
cases  studied  were  of  this  group,  and  that  the  particular 
toxic  agent  was  alcohol,  as  drugs  and  other  poisonous 
agents  were  only  assigned  in  six  cases  out  of  190  con- 
sidered. 

Third,  dementia  praecox — paranoic  group.  Here  we 
find  a  decrease  in  the  percentage  due  to  physical  causes 
with  a  higher  percentage  due  to  psychic  than  in  the  two 
groups  just  considered.  Among  the  men  the  physical  had 
a  percentage  of  53  plus,  while  the  psychic  was  over  39$ 
and  there  was  nearly  7$  due  to  combined  causes.  Among 
the  women,  however,  the  physical  were  present  in  44$, 
while  psychic  were  ascribed  in  53$,  and  less  than  two  per 
cent,  were  said  to  be  due  to  combined  causes.  When  we 
come  to  consider  both  sexes,  we  find  that  the  percentages 
are  about  even,  viz. :  over  48$  for  physical  and  over  47$ 
for  psychic.  We  also  find  a  larger  variety  of  exciting 
physical  causes  operating  than  in  the  other  groups  which 
have  been  reviewed.  While  alcohol  is  still  prominent,  we 
find  among  the  men  syphilis,  surgical  operation,  mastur- 
bation, drugs,  overwork,  privation,  fevers  and  trauma.  It 
is  of  interest  to  note  here  that  one  case  was  due  to  ex- 
cessive pain,  and  another  case,  (paranoia),  was  due  to 
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deafness.  Among  the  women  we  find  overwork,  privation, 
fevers,  infections,  trauma,  pregnancy,  parturition  puer- 
peral state,  uterine  and  ovarian  diseases. 

The  principal  psychic  causes  of  this  group  are  worry, 
grief,  domestic  trouble  and  disappointed  affections  and 
anxiety  about  business  and  financial  matters.  Religious 
excitement  was  only  assigned  in  one  case,  while  psychic 
trauma  and  nostalgia  were  present  in  five  and  six 
respectively. 

Fourth,  the  manic-depressive  group.  We  find  that 
among  the  men  physical  causes  were  more  frequent  than 
psychic,  there  being  nearly  62^  due  to  physical,  and  a 
little  over  28C  due  to  psychic  causes.  Among  the  women, 
however,  the  physical  are  less  numerous  than  the  psychic, 
the  former  being  over  42$,  while  the  latter  is  over  55^. 
In  the  total  number  including  men  and  women  the  per- 
centages of  physical  and  psychic  are  about  equal,  there 
being  over  47r;  due  to  physical  and  over  48$  due  to 
psychic  causes.  The  actual  physical  causes  most  promi- 
nent among  the  men  in  this  group  were  largely  those 
associated  with  alcohol.  There  were,  however,  three  due 
to  overwork,  one  to  fevers  and  infection,  one  to  privation 
and  one  to  surgical  operation.  On  the  women's  side  we 
find  alcohol  less  prominent.  Pregnancy,  parturition, 
puerperal  state,  lactation,  ovarian  and  uterine  diseases 
were  responsible  for  22,  alcohol  eight,  and  ill-health, 
fevers,  infections,  trauma,  surgical  operation,  arterio- 
sclerosis and  seasickness  accounted  for  seven. 

Fifth,  in  the  infective  exhaustive  group  we  see  illus- 
trated the  role  that  physical  agents  play  in  the  causation. 
Herein  the  total  number  of  67  patients,  52,  or  77.61$, 
were  definitely  due  to  physical  causes;  5,  or  7.46',,  were 
due  to  psychic,  and  10,  or  nearly  15$  were  due  to  com- 
bined causes.  Divided  between  the  sexes,  we  find  that 
among  the  women,  7  7r;  were  due  to  physical  causes,  9'V  to 
psychic  causes  and  \y}  due  to  combined  causes.  Among 
the  men  over  78^  were  due  to  physical  causes,  none  to 
psychic  causes  and  21.42$  due  to  combined  causes. 

We  find  in  this  group  that  alcohol  is  relatively  a  small 
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factor,  being  only  an  agent  in  7  cases  out  of  67,  and  of 
these  7,  the  alcohol  was  associated  with  worry,  pulmonary 
and  heart  disease  in  five.  Among  the  men  overwork, 
ill-health,  fevers  and  infections,  pulmonary  diseases  and 
diseases  of  the  digestive  system  were  the  principal  factors. 
Among  the  women  pregnancy,  parturition,  the  puerperal 
state,  lactation,  uterine  and  ovarian  diseases  with  fevers 
and  infections  were  the  most  numerous,  followed  by  car- 
diac diseases,  ill-health,  surgical  operations,  etc.  We 
also  have  in  this  group  five  women  whose  insanity  was 
said  to  be  due  to  psychic  agents.  Two  of  these  were  due 
to  worry  and  anxiety,  two  to  disappointed  affections 
including  seduction  and  one  to  a  psychic  trauma. 

Sixth,  the  depressed  states.  In  this  group  the  psychic 
causes  were  most  prominent.  Out  of  the  total  of  63  cases, 
over  47$  were  due  to  these,  a  little  over  34^  were  due  to 
physical,  and  over  17$  were  due  to  combined  causes. 
Among  the  men  over  31$  were  due  to  psychic,  over  31$ 
were  due  to  combined  and  36$  were  due  to  physical  causes 
alone.  Of  the  women,  only  34$  were  due  to  physical,  54$ 
were  due  to  psychic  and  nfc  were  assigned  to  combined 
causes.  Among  the  men  the  principal  physical  cause  was 
alcohol,  while  among  the  women  ill-health,  fevers  and 
infections,  the  puerperal  state,  etc.,  give  the  largest  num- 
ber. The  psychic  causes  among  the  men  were  worry  and 
anxiety,  including  loss  of  relatives  and  friends,  domestic 
trouble  and  anxiety  about  business  and  financial  trouble, 
while  among  the  women  it  also  included  disappointed 
affections  and  psychic  trauma.  v 

Seventh,  the  psycho-neuroses  and  constitutional  inferiori- 
ties. The  analysis  of  the  causes  operating  in  this  group 
is  rather  unsatisfactory,  inasmuch  as  we  were  restricted 
to  the  study  of  only  42  cases,  this  being  due  to  the  fact 
that  in  many  cases  of  constitutional  inferiority  it  was 
impossible  to  get  any  history  as  to  what  had  precipitated 
the  attacks.  The  cases  studied  were  equally  divided 
among  the  sexes,  there  being  21  of  each.  Of  the  total  of 
42  cases,  64$  were  due  to  physical,  31$  were  due  to  psychic 
and  4f0  were  due  to  combined  causes.    Of  the  men,  71$ 
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were  due  to  physical,  over  28$  were  due  to  psychic,  and 
none  to  combined  causes.  Among  the  women  57$  were 
due  to  physical,  33^  were  due  to  psychic,  and  nine  were 
due  to  combined  causes. 

The  principal  physical  causes  were  alcohol,  either  alone 
or  associated  with  other  physical  conditions,  fevers  and 
infections,  trauma,  privation  and  overwork.  These  were 
pretty  nearly  evenly  divided  between  the  sexes  and  the 
same  may  be  said  of  the  psychic  causes. 

Having  now  given  in  some  detail  the  causes  according 
to  the  different  groups,  it  seems  advisable  to  place  the 
results  in  tabulation  form,  and  we,  therefore,  find  that  on 
the  men's  side  the  physical  causes  operated  in  the  following 
order: 

J  Icn — PJiys  ica  I. 

1.  Organic. 

2.  Toxic. 

3.  Infective-exhaustive. 

4.  Constitutional. 

5.  Manic-depressive. 

6.  Dementia  prsecox — paranoic. 

On  the  women's  side  the  physical  causes  were  as  follows: 

Wo  vie)  i — Plij  's  ica  I. 

1.  Organic. 

2.  Toxic. 

3.  Infective-exhaustive. 

4.  Constitutional. 

For  all  patients  they  were  as  follows: 

Total — Physical. 

1.  Organic. 

2.  Toxic. 

3.  Infective-exhaustive. 

4.  Constitutional. 

On  the  men's  side  the  mental  causes  did  not  predomin- 
ate in  any  single  group,  but  in  the  depressed  states  the 
mental  and  physical  factors  were  equal.    On  the  women's 
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side,  however,  the  mental  factors  predominated  in  manic- 
depressive,  depressed  states  and  dementia  praecox — para- 
noic. In  all  the  patients  the  mental  factors  predominated  in 
one  group  alone,  viz.,  the  depressed  states.  We  find,  how- 
ever, in  two  other  groups  the  mental  and  physical  factors 
playing  an  equal  part,  viz. :  dementia  praecox — paranoic 
and  manic-depressive. 

This  tabulation  brings  out  several  suggestive  points. 
The  first  is  that,  as  we  would  expect,  the  mental  causes 
play  a  much  more  important  role  among  the  women  in  the 
causation  of  insanity.  In  fact,  in  only  one  group,  the 
depressed  states,  do  the  psychic  causes  equal  the  physical 
in  men,  whereas  in  three  groups  of  the  women,  manic- 
depressive,  depressed  states  and  dementia  praecox — para- 
noic, the  psychic  exceeds  the  physical. 

Second,  four  groups  stand  in  the  same  relative  order  in 
both  sexes  and  in  the  total,  as  to  percentage  of  physical 
causes,  viz.  :  organic,  toxic,  infective-exhaustive  and  con- 
stitutional. Three  of  these  four  groups  show  the  greatest 
percentage  of  preventable  causes. 

Third,  in  two.  of  the  groups  (manic-depressive  and 
dementia  praecox— paranoic),  which  show  among  the  women 
a  higher  percentage  of  psychic  than  physical  causes, 
while  among  the  men  the  physical  is  greater,  it  is  of  inter- 
est to  note  that  the  principal  cause  which  makes  this 
difference  is  ascribed  to  disappointed  affections. 

The  results  of  this  preliminary  study  very  clearly  indi- 
cate that  the  mental  factors  must  be  considered  as  having 
a  definite  place  in  the  etiology  of  insanity,  and  that  the 
contention  of  Dr.  Meyer  in  his  recent  contribution  on 
"  The  Role  of  the  Mental  Factors  in  Psychiatry  "*  receives 
substantial  support.  They  also  show  the  necessity  for 
organization  along  the  lines  of  prophylaxis  in  mental 
diseases,  and  when  we  have  such  a  predominance  of  pre- 
ventable causes  as  has  been  found  in  this  study,  it  would 
seem  that  concerted  effort  on  the  part  of  our  profession 
would  accomplish  much,  both  in  the  matter  of  prevention 
itself,  and  the  education  of  the  public. 

*  Bulletin,  July,  1908,  p.  262. 
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A  STUDY  IN  RACE  PSYCHOPATHOLOGY. 


By  George  H.  Kirby,  M.  D., 

Director  of  Clinical  Psychiatry, 
Manhattan  State  Hospital,  Ward's  Island,  N.  Y. 

Studies  in  psychopathology  which  seek  to  analyze  and 
compare  the  abnormal  mental  states  found  in  the  different 
branches  of  the  human  race  touch  a  number  of  highly 
interesting  topics  and  not  only  have  an  important  bearing 
on  the  special  problems  of  psychiatry  and  mental  hygiene, 
but  they  also  promise  to  furnish  valuable  data  for  educators 
and  social  workers. 

Just  as  we  see  the  racial  traits  and  peculiarities  of  a 
people  finding  expression  in  their  normal  mental  activi- 
ties in  their  religion,  morals,  politics  and  artistic  produc- 
tions, so  may  we  expect  to  discover  that  racial  character- 
istics are  imparted  to  the  abnormal  mental  life,  modifying 
or  coloring  the  clinical  forms  of  those  psychoses  common 
to  the  different  ethnological  groups  of  mankind.*  But 
our  inquiry  leads  us  further  than  the  study  of  how  the 
form  and  symptoms  of  a  psychosis  may  vary  in  different 
races;  the  deeper  and  more  important  question  of  etiology 
becomes  the  principal  consideration  when  it  is  shown  that 
one  race  is  more  liable  than  another  to  suffer  from  a  cer- 
tain kind  of  mental  disease.  The  cause  for  this  suscepti- 
bility of  one  race  and  relative  immunity  of  another  can 
only  be  explained  when  a  whole  series  of  complex  factors 
has  been  analyzed. 

In  the  large  group  of  mental  disorders  dependent  on  ex- 
ogenous causes  such  as  syphilis,  alcohol,  infectious  diseases 
or  other  physical  disturbances,  we  see  clearly  the  import- 
ant role  played  in  the  genesis  of  these  psychoses  by  the 
sexual  life,  social  customs,  occupations  and  habits  of  the 
race. 

In  the  other  large  group  of  mental  disorders,  the  so- 
called  functional  psychoses,  endogenous  factors  seem  to 

*See  an  interesting  report  by  Professor  Kraspelin  on  the  mental  disorders  of 
the  natives  of  the  Island  of  Java.  Centralblatt  fur  Nervenheilk unde  und 
Psychiatrie,  Vol.  15,  1904,  page  433. 
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play  the  most  important  role  and  these  exist  nearly  al- 
ways in  complex  constellations  difficult  to  analyze.  My 
interest  in  this  investigation  was  first  awakened  by  Meyer's 
description  of  the  various  types  of  personality  and  consti- 
tution, and  their  meaning  for  psychiatry.*  Interest  was 
further  stimulated  by  Dr.  Hoch's  recent  communication  on 
types  of  mental  makeup  and  their  relation  to  the  func- 
tional psychoses,  and  it  seems  that  in  this  field  race  studies 
may  yield  much  that  is  of  value. f  If  groups  of  individu- 
als, because  of  a  peculiar  kind  of  mental  makeup,  are 
prone  to  develop  a  certain  form  of  psychosis,  then  in  the 
larger  racial  divisions  which  present  such  distinctive  dif- 
ferences in  types  of  character  and  personality,  we  may 
-also  expect  to  find  that  certain  forms  of  mental  disturb- 
ance predominate  in  the  one  or  the  other  race.  To 
understand  this  racial  tendency  through  analysis  of  the 
factors  operative  in  the  inner  mental  life  of  a  people  would 
mean  to  make  an  important  addition  to  our  knowledge  of 
the  development  of  the  functional  psychoses. 

Most  of  the  studies  hitherto  made  in  comparative  psy- 
chiatry are  of  little  value.  This  is  the  natural  result  of 
the  lack  of  uniformity  in  the  clinical  conceptions  of  dif- 
ferent observers,  together  with  the  confusion  in  nomen- 
clature. It  is,  therefore,  to-day  utterly  useless  to  attempt 
to  use  the  hospital  reports  of  different  countries  in  order 
to  estimate  the  frequency  with  which  any  particular  men- 
tal disorder  occurs  in  the  various  races,  or  to  learn  what 
deviations,  if  any,  exist  in  the  clinical  forms  of  the  psy- 
choses occurring  among  the  different  nations  of  the  world. 
For  investigations  in  this  field  to  be  of  any  value,  it  would 
seem'essential,  as  pointed  out  by  Kraepelin,  that  the  studies 
be  carried  out  by  one  observer,  otherwise  no  compar- 
able data  are  to  be  expected.  This  requirement  is  readily 
met  at  the  Manhattan  State  Hospital  where  the  clinical 
material  offers  a  rare  opportunity  for  research  in  compar- 

*An  Attempt  at  Analysis  of  the  Neurotic  Constitution.  Adolf  Meyer,  Ameri- 
can Journal  of  Psychology,  Vol.  XIV,  page  90,  July-September.  1903. 

tAbstracts  of  Dr.  Hoch's  study  will  appear  shortly  in  the  American  Journal 
of  Insanity  and  the  Journal  of  Nervous  and  Mental  Disease,  under  Proceed- 
ings of  the  New  York  Psychiatrical  Society. 
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ative  psychiatry.  In  New  York  City  the  conditions  of  a 
nice  experiment  are  practically  fulfilled  in  that  a  num- 
ber of  races  of  pure  blood  are  found  living  in  large 
colonies  in  a  uniform  general  environment.  The  results 
of  such  a  situation  must  be  full  of  interest  to  the 
psychopathologist. 

In  this  preliminary  report  I  wish  to  present  merely  the 
result  of  a  review  of  the  material  of  the  past  year*  made 
to  ascertain  the  frequency  of  the  different  psychoses  in  the 
various  races  entering  the  hospital.  Among  the  admis- 
sions during  the  year  were  found  representatives  of  twenty- 
seven  different  racial  groups.  In  seven  of  these  groups 
the  number  of  cases  seems  sufficiently  large  to  allow  cer- 
tain comparisons.  Our  attempt  has  been  to  compare  in 
the  first  place  racial  stocks,  without  regard  to  nationality 
or  geographical  distribution.  Under  the  Irish,  for  instance, 
we  include  native  born  Irish  and  the  first  generation  of 
children  born  in  America  of  native  Irish  parents.  In  a 
similar  way  the  German,  Italian  and  English  groups  are 
formed.  The  Jews  and  Negroes  form  independent  groups. 
We  have  restricted  the  American  group  so  as  to  comprise 
only  those  individuals  whose  parents  were  born  in  the 
United  States,  but  this  does  not  include  the  Negroes 
and  Jews,  who  are  kept  apart  and  form  each  a  group 
without  regard  to  country  of  birth  or  length  of  time  in 
America. 

The  accompanying  table  shows  the  results  of  the  anal- 
ysis. The  total  number  of  patients  included  in  the  study 
was  1,403.  The  bottom  row  of  figures  shows  the  number 
of  each  racial  type  admitted  to  the  hospital,  the  Irish 
with  408  persons  forming  the  largest  group,  the  English 
with  35  persons  forming  the  smallest.  The  vertical  col- 
umns show  the  percentage  distribution  of  the  various 
psychoses  within  each  racial  group. 


*  Cases  admitted  from  October  1,  1907,  to  September  30,  1908. 
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Irish  stock  furnished  nearly  30$  of  all  the  admissions. 
The  figures  for  this  race  demonstrate  in  a  most  convincing- 
manner  the  important  role  played  by  alcohol  in  the  men- 
tal disturbances  of  the  Irish  people: — 27$  of  all  the  Irish 
admitted  were  suffering  from  alcoholic  insanity,  the  pro- 
portion being  more  than  double  that  found  in  any  other 
race.  Within  the  alcoholic  group  itself  the  Irish  con- 
tributed 62^0  of  all  the  cases  (113  out  of  182  cases  of  alco- 
holic insanity).  Accompanying  this  extraordinarily  large 
percentage  of  alcoholic  disorders  we  find  further  that  the 
Irish  stand  highest  in  senile  dementia  and  psychoses 
accompanying  organic  nervous  diseases.  In  general 
paralysis  on  the  other  hand,  the  percentage  is  lower  than 
in  any  other  race.  This  latter  finding  was  rather  a  sur- 
prise. It  is  an  interesting  fact  taken  in  connection  with 
the  view  often  expressed,  that  alcohol  plays  an  important 
role  in  conjunction  with  syphilis  in  the  causation  of  general 
paralysis.  Our  figures  for  the  Irish  race  tend  to  show  a 
closer  relationship  between  alcoholism,  senile  dementia 
and  various  organic  brain  diseases  than  between  alcohol- 
ism and  the  meta-syphilitic  disorders  such  as  general 
paralysis. 

The  figures  for  the  Jewish  race  bring  out  several  inter- 
esting facts.  One  notices  first  of  all  that  the  Hebrews  are 
practically  free  from  alcoholic  psychoses.  The  figures 
.32$  represent  a  single  case  which  occurred  in  a  series  of 
182  cases  of  alcoholic  insanity.  I  must  also  add  that  this 
particular  patient,  a  man,  is  still  under  observation,  having 
been  over  a  year  in  the  hospital  and  certain  features  in  the 
development  of  the  ps3^chosis  as  well  as  the  course  of  the 
disorder  suggest  the  possibility  that  the  case  may  after  all 
belong  with  the  paranoid  dementias.  We  notice  the 
further  interesting  fact  that  the  absence  of  alcoholic  in- 
sanity in  the  Hebrew  is  accompanied  by  the  lowest  figure 
for  senile  dementia  and  psychoses  with  organic  nervous 
diseases.  The  next  most  noteworthy  fact  gathered  from 
the  second  column  is  that  the  Hebrew  race  shows  by  far 
the  greatest  percentage  of  manic-depressive  cases  (28.43$) 
and  the  Jew  also  stands  highest  in  the  psycho-neuroses 
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and  constitutional  inferiorities  and  in  involution  melan- 
cholia. In  dementia  praecox,  with  the  exception  of  the 
English  people  (28.57$),  the  Hebrews  are  again  foremost 
(27.47$).  In  the  undifferentiated  depressions  they  are 
next  to  the  highest.  We  thus  see  that  in  the  large  group 
of  the  so-called  functional  psychoses,  by  which  we  mean 
those  disorders  in  which  certain  endogenous  or  psycho- 
genetic  factors  seem  most  important  as  upsetting  causes, 
the  Jewish  people  outnumber  enormously  any  other 
race. 

Among  the  Germans  general  paralysis  ranks  high 
(20.10$),  a  higher  percentage  being  reached  only  in  the 
Negro  (29.41$).  Mental  disturbances  of  alcoholic  origin 
are  also  rather  frequent  in  the  Germans,  and  one  observes  , 
a  striking  uniformity  in  the  figure  for  the  Anglo-Germanic 
group — the  German,  American  and  English  groups  each 
showing  11$  of  alcoholic  psychoses.  We  notice  further 
that  the  Germans  are  also  relatively  high  in  senile  psy- 
choses, infective-exhaustive  states,  paranoic  conditions, 
and  the  psycho-neuroses  and  constitutional  inferiorities. 
In  the  manic-depressive  group  the  Germans  rank  low 
(12.89$),  the  only  lower  figure  being  found  among  the 
Negroes  (9.8c). 

The  figures  for  descendants  of  native  born  Americans 
are  given  in  the  fourth  column.  The  percentages  in  this 
group  seem  to  occupy  somewhat  of  an  intermediate 
position  between  those  of  the  other  races,  that  is  to  say 
there  are  no  extraordinarily  high  or  any  strikingly  low. 
figures  in  the  American  group.  Manic-depressive  insanity 
is,  however,  rather  high,  a  higher  percentage  being  found 
only  in  the  Hebrew;  in  alcoholic  psychoses  and  general 
paralysis  a  relatively  high  figure  is  reached  by  the  native 
Americans. 

In  the  remaining  three  races — Italian,  Negro  and  Eng- 
lish, the  number  of  cases  is  smaller  than  in  the  preceding 
groups  and  the  percentages  are  therefore  probably  less 
representative  for  these  races. 

In  the  Itah'an  group  we  find  that  general  paralysis  and 
alcoholic  psychosis  are  both  strikingly  low.    The  undifler- 
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entiated  depressions  and  dementia  praecox  are  high. 
Epileptic  disorders  are  more  frequent  than  in  any  other 
race  (4.93$).  We  see  further  that  the  unclassified  group 
shows  a  high  figure  which  may  mean  that  the  Italian 
people  offer  a  larger  number  of  atypical  and  unclassified 
disorders  than  other  races.  It  may  be,  however,  that 
inaccessibility,  because  of  the  language  difficulty,  is  partly 
responsible  for  this  high  figure. 

In  the  black  race  we  meet  with  a  remarkably  high  per- 
centage of  general  paralysis  (29.41$),  higher  by  far  than 
that  found  in  any  other  race.  This  figure  may  surprise 
one  in  view  of  claims  not  long  since  made  that  the  Negroes 
were  almost  entirely  free  from  meta-syphilitic  disorders, 
not  only  general  paralysis  but  also  tabes.  The  proportion 
of  women  among  the  Negro  general  paralytics  seems  to 
be  unusually  high.  The  average  of  all  races  exclusive  of 
the  Negro  was  not  quite  four  men  to  one  woman.  In  the 
Negroes  we  find  the  proportion  to  be  three  men  to  two 
women.  The  alcoholic  disorders  are  lower  in  the  Negro 
than  in  any  other  race  except  the  Hebrew.  This  low 
proportion  of  alcoholism  was  hardly  expected,  as  the 
Negro  has  been  described  as  being  especially  sensitive  to 
toxic  influences.  Manic-depressive  insanity  seems  to  be 
infrequent  in  the  Negro,  the  percentage  (9.80)  being  in 
fact  lower  than  that  found  in  any  other  race. 

Among  the  English  patients,  of  whom  there  were 
only  a  small  number  admitted,  35  altogether,  we  find 
that  dementia  praecox  is  proportionately  more  frequent 
than  in  any  other  race  (28.57$)  the  figure  being,  how- 
ever, only  slightly  higher  than  that  found  in  the  Hebrew 

(27-47$.  , 

The  more  important  results  of  the  study  may  be  summar- 
ized as  folloius : 

The  Irish  are  clearly  more  prone  to  develop  alcoholic 
disorders  than  any  other  one  of  the  races  considered. 
They  are  also  more  liable  to  senile  deterioration  and  other 
psychoses  with  organic  brain  diseases. 

The  Jewish  race  seems  practically  free  from  alcoholic 
insanity.    The  Hebrew,  however,  ranks  higher  by  far 
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than  any  other  race  in  the  functional  group  of  psychoses 
made  up  of  manic-depressive  insanity,  dementia  prsecox, 
constitutional  disorders  and  depressions  of  various  form. 

In  the  Negro  general  paralysis  occurs  proportionately 
with  more  frequency  than  in  any  other  race.  Alcoholic 
disorders  remain  at  a  low  figure.  In  the  functional 
psychoses,  particularly  manic-depressive,  the  Negro  ranks 
low. 

The  Germans  are  relatively  high  in  general  paralysis. 

The  Italians  are  low  in  both  general  paralysis  and  alco- 
holic insanity.  They  are  highest  in  epileptic  disorders 
and  furnish  the  largest  percentage  of  unclassified  cases. 

The  English  are  highest  in  dementia  praecox  but  the 
small  number  of  English  people  included  in  the  study 
renders  this  figure  rather  unreliable. 

The  American  group  shows  no  striking  figures  when 
compared  with  other  races;  but  manic-depressive  insanity, 
general  paralysis  and  alcoholic  disorders  reach  a  rela- 
tively high  percentage  in  people  whose  parents  were  born 
in  the  United  States. 


REMARKS    ON    THE    COLLECTING   OF  ETIO- 
LOGICAL DATA  FOR  HOSPITAL 
STATISTICS. 

At  one  of  the  recent  meetings  of  the  Ward's  Island 
Psychiatrical  Society,  Dr.  Mabon  gave  a  review  of  the 
year's  work  with  the  new  method  of  gathering  statistical 
material,  and  drew  attention  especially  to  the  necessity  of 
giving  closer  attention  to  the  study  of  etiology,  and  fol- 
lowing a  more  uniform  plan  of  work  in  collecting  and 
grouping  data  for  the  etiological  column.  As  a  result  of 
the  discussion  a  committee  was  appointed  to  consider  the 
various  questions  arising  in  connection  with  the  specifica- 
tion of  etiological  facts  with  the  request  to  submit  a  report 
to  the  society  containing  any  criticisms  or  suggestions 
deemed  appropriate  or  helpful.  The  following  committee 
was  selected:  Dr.  G.  H.  Kirby  (Chairman);  Dr.  C.  M. 
Campbell  and  Dr.  D.  S.  Spellman. 

At  the  meeting  of  the  society  February  15,  1909,  the 
chairman  of  the  committee  read  the  following  report: 

We  have  reviewed  carefully  the  statistical  data  col- 
lected during  the  past  year  and  have  considered  separately 
many  of  the  numerous  items  entered  to  define  the  etio- 
logical factors  of  the  mental  disorders.  The  chief  criti- 
cisms which  we  have  to  make  of  the  year's  work  may  be 
mentioned  under  the  following  three  headings: 

1.  An  error  has  evidently  been  introduced  through 
the  designation  of  certain  facts  as  causative,  whereas  they 
are  more  probably  merely  incidental  to  the  developing 
mental  disorder,  or  so  indefinite  that  it  is  difficult  to  re- 
construct the  chain  of  causal  events.  This  is  perhaps  the 
chief  danger  that  one  has  to  guard  against  in  specifying 
causes.  As  examples  we  cite  the  following  items  which 
may  easily  be  mere  manifestations  of  the  psychosis: 
"  religious  excitement;  "  "  immorality;  "  "  sexual  excite- 
ment ;  "  u  alcoholic  excesses ;  "  "  family  friction. " 

2.  We  find  that  there  has  been  a  far  too  frequent  use 
of  general  terms  or  vague  expressions  which  fail  to  indi- 
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cate  adequately  any  specific  upsetting  cause,  for  example  r 
"  stress  of  life;  "  "worry;"  "  psychic  trauma;"  "immo- 
rality." 

3.  We  find  that  a  variety  of  terms  has  been  used  to 
express  practically  the  same  thing,  for  example:  "be- 
reavement;" "grief;"  "worry  over  death  of  relative;" 
or  again  " family  friction;  "  "domestic  unhappiness;  " 
"unhappy  marriage;  "  "  domestic  infelicity,  "  etc. 

We  believe  that  all  of  the  foregoing  deficiencies  can  be 
reduced  to  a  minimum  or  wholly  eliminated  by  diligent 
conscientious  effort.  Success  will  depend  above  all  upon 
two  things:  (1)  getting  more  thorough  anamneses,  and 
(2)  giving  more  careful  consideration  to  the  factors  in 
each  individual  case  before  assigning  etiological  value  to 
them. 

Our  ultimate  aim  in  the  study  of  etiology  should  be  to 
specify  an  event  as  a  cause  only  when  we  see  that  it  pro- 
duces a  result  with  the  certainty  of  an  experiment.  We 
know  that  in  nearly  every  case  we  are  dealing  with  a 
complex  constellation  of  facts,  and  the  question  is  how  can 
we  indicate  the  situation  in  a  few  words  and  in  a  manner 
satisfactory  for  statistical  purposes.  Incidental  happen- 
ings and  extraneous  events,  which  have  in  the  past  been 
so  prominent  in  our  etiological  tables,  have  a  value  only 
in  so  far  as  they  throw  light  on  the  constitution  of  the 
individual. 

The  committee  considered  the  advisability  of  drawing 
up  an  etiological  table  comprising  groups  and  sub-divisions 
comprehensive  enough  to  provide  for  classification  of  the 
causes  most  frequently  mentioned,  the  idea  being  to 
secure  more  uniformity  in  terminology  and  conciseness 
of  statement.  We  decided,  however,  that  this  was  not  at 
the  present  time  a  desirable  plan.  We  feel  that  it  is  abso- 
lutely necessary  that  we  should  be  free  to  express  the 
facts  in  each  case  without  reference  to  any  formal  scheme. 
We  are  convinced  that  the  best  plan  is  to  specify  the 
causes  in  the  simplest  and  most  direct  language,  without 
any  feeling  of  restriction  or  necessity  of  making  the  facts 
fit  into  prearranged  groups. 
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This  plan  will  satisfy  all  the  needs  of  the  statistician 
who  may  later  undertake  to  group  the  facts  or  analyze  the 
data  in  whatever  way  desired. 

While  we  do  not  advocate  any  formal  scheme  as  a  guide, 
there  are  a  number  of  causes  which  come  very  frequently 
into  consideration  and  these  should  be  designated  by 
using  a  more  consistent  and  uniform  terminology.  Fur- 
ther, there  are  certain  terms  which  should  be  dropped 
altogether.    We  will  now  draw  attention  to  a  few  of  these. 

1.  In  the  large  group  of  causes  referred  to  as 
emotional  shocks,  zuorries  and  b&reavetnents,  it  is  especially 
difficult  to  find  satisfactory  descriptive  terms.  The 
terms  "  worry ;""  disappointment;  "  "fright;"  "mental 
shock;"  "psychic  trauma;"  "love  affair,"  etc.,  are  not 
admissible  without  further  specification. 

The  term  "worry"  can  be  used  when  the  cause  of  the 
worry  is  added.  Fright  and  shocks  necessitate  a  state- 
ment of  the  specific  incident.  The  term  "love  affair" 
nearly  always  refers  to  either  "  disappointment  in  love  " 
or  "desertion  of  lover."  To  express  sorrow  and  bereave- 
ment consequent  upon  the  death  of  a  relative  we  recom- 
mend the  use  of  the  term  "  grief,"  adding  the  relationship 
of  the  deceased,  e.  g.,  "grief,  death  of  daughter." 

2.  Material  Circumstances:  The  causes  operative 
under  this  heading  can  nearly  all  be  grouped  under  one 
of  the  following  terms: 

Loss  of  position; 

Lack  of  work ; 

Financial  or  property  loss; 

Poverty ; 

Privation. 

3.  Domestic  Difficulties :  This  is  a  field  where  the 
causes  are  particularly  complex  and  difficult  adequately  to 
estimate.    We  recommend  the  use  of  the  following  terms: 

Abuse; 

Incompatibility; 

Infidelity; 

Desertion. 
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4.  Special  Strain  and  Exhausting  Influences :  The 
more  important  of  these  can  be  covered  by  the  following^ 
terms  : 

Overwork; 
Loss  of  sleep; 
Exposure. 

5.  Sexual  Incidents :  These  can  be  appropriately  in- 
dicated by  one  of  the  following-  terms : 

Assault ; 
Seduction; 

Witnessing  exhibitionism; 

Other  sexual  acts  or  episodes  to  be  specified. 

6.  Causes  in  Connection  with  Reproduction :  Uni- 
formity can  easily  be  secured  in  this  field  by  indicating 
which  of  the  following  incidents  come  into  consideration: 

(  Criminal  or  not, 
Abortion;     )  Induced  or 

(  Spontaneous. 

Miscarriage; 
Pregnancy ; 
Parturition ; 
Puerperium ; 
Lactation. 

The  use  of  one  of  these  terms  will  do  away  with  the  too 
definite  expression  so  often  used,  viz. :  "  childbirth." 

7.  Physical  Diseases  and  Injuries  :  The  terms  "poor 
health;"  "stomach  trouble;"  and  the  like  are  too  vague 
to  be  used.  The  actual  physical  disorder  must  be  men- 
tioned whenever  possible.  In  case  of  trauma,  it  is  im- 
portant to  specify  whether  it  was  general  or  local;  or,  if 
local,  whether  the  head  or  some  other  part  of  the  body 
was  involved. 

8.  Intoxications  and  Poisons:  The  important  point 
under  this  heading  is  to  specify  whether  we  are  dealing 
with  an  acute  or  chronic  intoxication  or  poisoning. 

There  now  remain  a  few  other  matters  which  deserve 
special  mention. 
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In  the  Constitutionally  Inferior  group  it  has  been  the 
custom  to  put  down  as  the  cause  "constitution,"  "con- 
stitutional disposition,"  or  "constitutional  predisposi- 
tion." We  believe  that  these  terms  are  not  appropriate 
for  the  etiological  column.  We  therefore  recommend 
that  when  we  can  not  find  causes  responsible  for  the  in- 
feriority, or  exciting  the  episode,  that  we  indicate  the  fact 
as  usual  by  the  term  "unascertained,"  or  specify  at  least 
the  nature  of  the  inferiority  if  not  the  cause. 

The  same  applies  to  the  Epileptic  Psychoses  where  in 
nearly  every  case  "  epilepsy "  has  been  put  down  as  the 
cause.  What  we  wish  to  know  in  the  first  place  is  what 
caused  the  epilepsy,  and  secondly  what  has  precipitated 
the  special  manifestation  or  episode  which  we  call  the 
Epileptic  Psychosis. 

In  the  Senile  Group  we  see  again  that  the  cause 
assigned  in  nearly  every  case  is  either  "senility"  or 
"senile  changes."  We  wish  to  emphasize  the  importance 
of  looking  further  for  the  real  underlying  causes.  We 
recommend  that  the  term  "  Senile  Changes  "  be  dropped 
entirely.  If  there  are  arteriosclerosis,  alcoholism,  trauma, 
prolonged  or  hard  labor,  or  other  factors,  they  should  be 
mentioned.  To  express  the  general  wearing  out,  the 
bodily  and  mental  decline,  without  any  assignable  cause, 
the  term  "general  senility"  is  suggested. 

In  regard  to  the  statements  concerning  syphilis  in 
General  Paralysis  and  other  psychoses,  we  suggest  that 
the  following  grouping  be  observed : 

Syphilis ; 

Syphilis  probable; 

Syphilis  unascertained  (i.  d.) 

Syphilis  unascertained  (i.  s.) 

This  brings  us  to  a  suggestion  which  we  think  is  impor- 
tant and  one  which  we  hope  may  be  incorporated  in  the 
next  edition  of  the  statistical  data  sheets,  viz.,  the  use  of 
the  letters  "  i.  d."  as  an  abbreviation  or  symbol  to  indicate 
that  the  information  is  defective  and  the  letters  "  i.  s."  to 
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show  that  the  information  is  satisfactory.  This  will 
do  away  altogether  with  the  use  of  the  word  "none," 
which  is  after  all  an  absurd  term  to  appear  in  the 
Etiological  Column;  we  will  also  have  no  further  use 
for  question  marks  and  several  other  terms  such  as 
"unknown,"  "not  determined,"  etc.  The  straight  line 
or  dash  will  be  retained  to  indicate  that  no  information  at 
all  was  available. 

The  committee  wishes  to  thank  Dr.  Meyer  and  Dr. 
Mabon  for  assistance  and  helpful  suggestions. 


G.  H.  Kirby  (Chairman), 

C.  M.  Campbell, 

D.  S.  Spellman, 


ERRORS   MADE  IN  COMPILING  THE  NEW 
STATISTICAL  TABLES. 


By  Thomas  W.  Salmon,  M.  D.,  Asst.  Surg.,  P.  H.  &  M.  H.  S., 

Provisional  Statistician  to  the  Commission  in  Lunacy. 

Errors  and  discrepancies  in  the  new  statistical  tables 
seem  to  have  resulted  from  three  causes: — first,  differ- 
ence of  opinion  as  to  the  extent  of  information  required 
and  as  to  the  precise  meaning  of  some  of  the  formal  head- 
ings used  in  the  tables;  second,  misinterpretation  of  the 
symbols  which  it  was  necessary  to  adopt  in  order  that  the 
reports  might  be  kept  within  manageable  size;  and  third, 
the  clerical  and  technical  difficulties  in  arranging  so  great 
a  mass  of  data. 

i.  Difference  of  opinion  as  to  the  extent  of  information 
required  and  as  to  the  meaning  of  headings. 

The  reports  of  different  hospitals  showed  wide  variation 
in  the  completeness  with  which  information  was  supplied, 
especially  in  "  Table  No.  2  ".  Although  in  some  instances 
incompleteness  was  of  less  importance  than  in  others,  in 
the  reports  as  to  heredity  the  omissions  were  sufficiently 
numerous  materially  to  affect  the  value  of  the  statistics. 
It  was  expected  that  satisfactory  history  of  insanity  and 
nervous  disease  in  relatives  of  patients  would  be  unobtain- 
able in  many  cases;  but  the  committee  having  in  charge 
the  preparation  of  the  new  statistical  forms  provided  for 
the  use  of  symbols  to  indicate  "unascertained",  "satis- 
factory history  of  patient  only",  and  "satisfactory  history 
of  two  generations  ",  in  order  that  whatever  information 
was  available  might  be  utilized;  and  that  the  reliability 
and  extent  of  the  information  ascertainable  in  cases  with 
defective  histories  might  be  shown.  In  spite  of  this  pro- 
vision, some  hospitals  reported  the  history  of  insanity  in 
the  relatives  of  patients  as  "positive"  or  "negative"  in 
every  case,  without  indicating  that  it  was  unascertainable 
or  incomplete  in  any.  Three  large  hospitals,  which 
together  received  more  than  one-fourth  of  all  the  new 
patients  admitted  in  the  whole  State  during  the  year,  did 
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not  record  the  heredity  of  a  single  patient  as  "unas- 
certained." These  hospitals  reported  that  the  nativity, 
age  and  even  the  circumstances  and  civil  condition  of 
many  patients  were  unobtainable;  and  it  is,  of  course, 
improbable  that  accurate  data  regarding  the  relatives  of 
patients  could  be  obtained  from  those  unable  to  give  any 
personal  facts  regarding  themselves. 

It  was  intended  by  the  committee  that  the  history  of 
alcoholism  in  relatives  of  patients  should  be  recorded  in 
the  columns  for  nervous  diseases,  in  the  section  headed 
"heredity";  and,  in  the  reports  of  some  hospitals,  this 
valuable  information  was  given  very  fully.  But  in  other 
reports  no  mention  was  made  of  alcoholism  in  the  in- 
formation given  as  to  heredity.  Not  only  was  useful 
information  lost  through  these  omissions,  but  compari- 
sons between  different  hospitals  receiving  their  patients 
from  different  environments  were  rendered  impossible. 

Difference  of  opinion  evidently  existed  as  to  the  data 
desired  under  the  heading  "etiological  factors  other  than 
heredity".  The  reports  of  some  hospitals  had  no  blank 
spaces  in  this  column,  any  factor  which  might  have  had 
any  bearing  upon  the  development  of  mental  disease 
being  recorded.  In  the  reports  of  other  hospitals,  the  only 
etiological  factors  given  were  those  which  seem  to  have  a 
direct  relation  to  the  psychoses  present.  Some  agreement 
as  to  what  etiological  factors  to  record,  or  as  to  some 
means  of  indicating  what  was  thought  to  be  their  relative 
importance,  would  seem  to  be  desirable. 

Much  difference  of  opinion  as  to  the  meaning  of  some 
of  the  headings  used  in  the  tables  is  exhibited  in  the  hos- 
pital reports.  This  was  illustrated  in  the  reports  as  to 
the  circumstances  of  patients.  One  hospital  having  a 
great  many  admissions,  not  a  few  of  whom  were  shown  by 
the  reports  as  to  occupation  to  be  engaged  in  well  paid 
employment,  did  not  report  a  single  case  as  "affluent", 
while  in  other  hospitals  as  high  a  proportion  as  ten  per 
cent,  were  termed  "affluent".  Of  course  the  terms 
"affluence",  "comfort"  and  "poverty"  are,  in  common 
speech,  relative;  but  the  committee  tried  to  secure  uni- 


679 


formity  in  reports  by  defining  them  as  they  were  to  be 
used  in  the  statistical  tables. 

In  reporting  the  nativity  of  patients  and  their  parents, 
several  hospitals  did  not  specify  the  State  in  which 
these  people  were  born  if  other  than  New  York.  In 
other  reports,  the  States  were  specified  except  when 
unascertainable  and  consequently  that  uniformity  which 
must  be  the  basis  of  general  statistical  material,  if  it  is  to 
be  analyzed,  was  lacking. 

2.  Misinterpretation  of  the  symbols  adopted. 

To  save  space  in  printing  the  tables,  a  number  of  sym- 
bols were  adopted  and  their  significance  was  given  in  a  key 
at  the  head  of  each  table.  It  was  evidently  intended 
that,  throughout  the  tables,  a  space  should  signify  "  nega- 
tive "  and  a  dash  "unascertained";  but  in  the  reports  of 
several  hospitals  these  symbols  were  used  in  that  connec- 
tion only  in  the  columns  in  which  data  as  to  heredity  were 
given,  "  negative  "  and  "unascertained"  being  indicated 
elsewhere  in  a  number  of  different  ways — in  some  cases 
by  using  the  space  and  the  dash  with  their  significance 
reversed.  The  result  in  some  cases  was  only  lack  of  uni- 
formity; but  in  others,  especially  in  those  reports  in  which 
the  interrogation  point  was  used  to  signify  both  "unas- 
certained" and  "doubtful  ",  the  meaning  was  obscure. 

It  was  the  intention  of  the  committee  to  have  the  sym- 
bol "O"  indicate  alcohol  or  alcoholism  in  the  columns 
relating  to  heredity.  In  the  reports  of  some  hospitals  it 
was  used  in  other  columns  too  and  as  "O"  was  used  to 
indicate  "none",  some  confusion  resulted. 

Errors  of  this  sort  could  be  obviated  by  adopting  a  set 
of  symbols  for  use  in  all  the  tables,  each  sign  to  have  a 
definite  significance  wherever  employed. 

3.  Clerical  and  technical  errors. 

It  was  inevitable  that  there  should  be  some  errors  or 
indefinite  abbreviations  in  the  condensation  of  so  much 
information  of  such  varied  character.  Apparently  unim- 
portant in  themselves,  errors  of  this  kind  give  rise  to 
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much  difficulty  in  abstracting  statistical  data  from  the 
tables  and  they  often  make  accurate  comparisons  between 
different  hospitals  impossible.  Occasionally  it  is  neces- 
sary to  omit  valuable  material  on  account  of  incomplete  or 
unintelligible  records  and,  whenever  this  is  done,  just  so 
much  is  subtracted  from  the  value  of  statistics  which  were 
carefully  planned  to  afford  the  most  useful  material 
possible. 

A  partial  list  of  the  errors  of  this  sort  which  were 
noticed  in  a  critical  examination  of  the  tables  may  be  of 
interest. 

"Table  No.  2." 

It  was  intended  by  the  committee  that  patients  should 
be  grouped  by  psychoses  in  this  table.  Some  grouping  is 
necessary  when,  in  search  of  a  single  fact,  one  has  to  go 
through  the  entire  list  of  5,301  new  patients  admitted 
last  year  and  the  grouping  selected  is  undoubtedly  the 
most  useful.  The  patients  in  each  group  according  to 
psychoses  were  to  be  arranged  according  to  age.  In  the 
reports  of  several  hospitals  there  was  no  such  orderly 
arrangement. 

In  one  hospital  report  the  part  of  "  Table  No.  2  "  which 
related  to  women  was  designated  "  Table  No.  3  "  and  the 
numbers  of  the  succeeding  tables  thereby  disarranged. 

"  Table  No.  2  "  requires  two  pages  in  the  printed  re- 
ports for  each  twenty-nine  patients.  The  identification 
numbers  are  repeated  on  the  second  page  which  facilitates 
reference  to  each  case,  but,  in  several  instances,  the  identi- 
fication numbers  were  inaccurately  copied  on  the  second 
page. 

There  was  great  lack  of  uniformity  in  the  abbreviations 
used  by  different  hospitals  and  even  by  the  same  hospital 
in  different  parts  of  the  same  report.  "  R. — Pol.",  "  R. 
Pld."  and  "  Rus.  Pol."  were  used  in  the  column  showing 
nativity  in  the  report  of  one  hospital.  In  another  hospital 
report,  the  nativity  of  patients  was  indicated  properly  by 
the  country  of  their  birth  in  most  instances  but,  in  other 
parts  of  the  same  report,  by  the  terms  "Swede  ",  "  Pole  ", 
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"Italian",  etc.  This  was  an  unimportant  error  but  it 
could  easily  have  been  avoided.  It  is  very  desirable  that 
a  uniform  list  of  countries  be  adopted  for  recording  nativi- 
ties. Several  hundred  patients  may  be  recorded  as  natives 
of  Germany  and  four  or  five  as  natives  of  Bavaria,  or  some 
other  subdivision  of  the  German  Empiret  and  many  patients 
are  recorded  as  having  been  born  in  "Poland".  To  be 
of  value  the  statistics  of  the  State  hospitals  must  be  com- 
parable with  statistics  of  the  general  population;  and  some 
such  list  of  nativities  as  that  employed  by  the  U.  S.  Cen- 
sus Bureau  or  Immigration  Service  might  be  followed 
with  advantage. 

In  the  column  showing  civil  condition  of  women  there 
were  a  few  instances  where  discrepancies  existed  between 
the  marital  condition  shown  and  the  occupation.  An  ex- 
ample was  a  woman  designated  14  S  "  (single)  in  the  former 
column  and  "  farmer's  wife  "  in  the  latter. 

The  necessity  of  conforming  to  some  accepted  termin- 
ology to  indicate  occupation  is  even  greater  than  in  the 
matter  of  nativity,  if  these  statistics  are  to  be  available 
for  ready  comparison  with  the  statistics  of  the  general 
population.  The  committee  recommended  the  use  of  a 
classification  of  occupations  modified  from  a  list  followed 
by  the  U.  S.  Census  Bureau.  This  classification  was  the 
result  of  much  study  and  many  common  sources  of  error 
were  eliminated  from  it.  The  list  suggested  was  followed 
by  only  a  few  of  the  reports  and  it  is  impossible  to  make 
a  general  table  for  the  Commission's  series  of  tables  from 
the  data  in  the  hospital  reports  without  the  risk  of  inter- 
preting incorrectly  the  terms  employed  by  the  different 
hospitals.  The  term  "clerk",  as  used  by  the  Census 
Bureau,  for  instance,  should  never  be  applied  to  salesmen ; 
but  it  is  evident  that  it  was  used  with  this  meaning  in 
some  of  the  hospital  reports. 

In  recording  "religion",  occasionally  abbreviations 
were  used  which  were  not  intelligible.  In  the  report  of 
one  hospital  the  asterisks  which  were  designed  to  indicate 
"regular  attendance"  were  omitted.  In  the  reports  of 
some  hospitals  "  none  "  was  used  instead  of  the  symbol 
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for  "unascertained",  giving-  rise  to  much  difficulty  in 
preparing  general  tables  for  all  the  hospitals. 

No  general  method  of  indicating  periods  of  time  (as  in 
"duration  of  disease",  "period  of  treatment",  etc.)  was 
suggested;  and  naturally  different  methods  were  adopted 
by  different  hospitals  and  periods  were  expressed  by  differ- 
ent methods  even  in  the  same  report,  in  some  instances. 
A  uniform  method  of  indicating  periods  of  time  such  as 
"years",  "months"  and  "days"  would  have  advantages. 

That  part  of  the  "Table  No.  2"  which  relates  to 
heredity  was  undoubtedly  the  most  difficult  to  prepare 
from  the  statistical  cards  and  hardly  a  report  was  free 
from  typographical  or  other  errors.  Under  the  headings 
"Paternal"  (direct  and  collateral),  "Brothers,  sisters  and 
descendants",  and  "Maternal"  (direct  and  collateral)  are 
five  columns  headed  "I"  (insane)  and  "N"  (nervous). 
Many  different  methods  of  filling  these  columns  were 
adopted  by  different  hospitals.  In  some  reports  "I"  was 
used  to  indicate  an  insane  relative,  and  in  other  reports  a 
numeral  was  used  which  at  the  same  time  indicated  the 
number  of  insane  relatives  of  the  specified  degree  or  re- 
lationship. Perhaps  the  best  method  used  was  that  of 
indicating  by  a  letter  or  abbreviation  the  degree  of  re- 
lationship and  the  number  of  such  relatives;  as,  "  1  Bro.", 
"Au."  (aunt),  "2U11."  (two  uncles),  "Fa."  (father),  etc. 
In  the  report  in  which  these  abbreviations  were  used,  "  O  " 
was  used  to  indicate    "alcoholic"  in  both  the  column 

Fa 

headed  "I"  and  that  headed  "N":  as(O),  (2U11).  In 

O 

this  manner  very  complete  information  was  given. 

The  same  nomenclature  in  giving  the  psychoses  was  not 
used  by  the  different  hospitals  and,  in  some  cases,  the 
same  psychosis  was  indicated  by  different  terms  in  the 
report  of  the  same  hospital.  Although  this  would  not 
confuse  those  to  whom  the  terms  were  familiar,  it  makes 
the  reports  less  intelligible  to  many  into  whose  hands  they 
come  and  is  too  easily  remedied  by  the  adoption  of  a 
uniform  nomenclature  to  be  continued. 


683 


If  a  copy  of  each  statistical  card  were  sent  to  the  Com- 
mission as  soon  as  it  could  be  completed  at  the  hospital,  it 
would  be  possible  to  note  omissions  and  errors,  and  have 
them  corrected  while  the  data  were  still  obtainable,  and 
then  by  the  end  of  the  year  little  in  the  way  of  revision 
would  remain. 

The  best  feature  of  the  tables  is  that  they  are  so 
complete  and  the  number  of  persons  involved  is  so 
great  that,  after  eliminating-  all  cases  in  which  the 
information  is  inaccurate  and  incomplete,  there  still 
remains  an  unparalleled  amount  of  statistical  material 
of  which  to  make  use. 
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Read  at  State  Homeopathic  Medical  Society,  Feb.,  1907. 

Published  in  Hahnemannian  Monthly,  May,  1907. 
"A  Case  of  Diffuse  Cerebral  Sclerosis."    Read  at  American 

Institute  of  Homeopathy,  June,  1907.    Published  in  Hahne- 

mannian  Monthly,  Sept.,  1908. 
"  Two  Cases  of  General  Paresis  of  Long  Duration."    Read  at 

State  Homeopathic  Medical  Society,  Sept.,  1907.  Published 

in  Hahne?nannian  Monthly ,  Dec,  1907. 
"Central  Neuritis."    Read  at  American  Institute  of  Homeo- 
pathy, June,  1908.    Published  in  New  England  Medical 

Gazette,  Dec,  1908. 
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Arthur  S.  Moore,  M.  D.,  Assistant  Physican. 

"  Report  of  Three  Cases  of  Pachymeningitis  Interna  with  Ex- 
tensive Hemorrhage."  Read  at  State  Hospital  Conference, 
Middletown,  June  14,  1907. 

"  Two  Cases  of  Tumor  of  the  Central  Nervous  System."  Read 
at  Annual  Meeting  of  State  Homeopathic  Medical  Society, 
Albany,  Feb.  11,  190S.  Published  in  Hahiiemannian 
Monthly,  Apr.,  1908. 

Harry  V.  Bingham,  M.  D.,  Junior  Physician. 

"Two  Cases  of  Psychasthenia."  Read  before  Semi-annual 
Meeting  of  the  State  Homeopathic  Medical  Society,  Sept., 
1908.    Published  in  Transactions. 

Clara  Barrus,  M.  D.,  Woman  Assistant  Physician. 

"Some   Undiagnosed  Depressions."     Read  at  Conference  of 

Down-State  Hospital  Physicians,  Middletown,  June  15,  1907. 
"Nursing  the  Insane."    8vo.,  400  pages.    Published  by  The 

Macmillan  Co.,  Apr.,  1908. 
"  Qualifications  of  Nurses  in  State  Hospitals."    To  be  published 

in  The  Trained  Nurse  shortly. 
Nineteen  Papers  on  ' '  Anatomy,  Physiology,  and  Hygiene  for 

Nurses."    (Originally  intended  to  be  incorporated  in  text 

book  for  nurses  now  accepted  by  Trained  Nurse,  and  to  be 

published  during  1909.) 
Nine  Papers  on  various  branches  of  nursing,  some  of  which, 

rewritten  and  abridged,  have  been  used  in  "Nursing  the 

Insane." 

(1.)  The  Administration  of  Medicines  and  Use  of  Local  Appli- 
cations. 

(2.)  Detailed  Instructions  concerning  Enemata,  Douches,  Uter- 
ine, Bladder  and  Stomach  Irrigation,  Catheterization, 
etc.,  etc. 

(3.)  Accidents  and  Emergencies,  (rewritten  and  abridged  in 
book). 

(4.)    Special  Medical  Cases,  (rewritten  and  abridged  in  book). 

(5.)    Surgical  Technique  for  Nurses. 

(6.)    Infectious  Diseases,  Disinfection,  Fumigation. 

(7.)    Gynecological  Nursing,  (rewritten  and  abridged  in  book). 

(8. )    Obstetrical  Nursing,  (rewritten  and  abridged  in  book). 

(9.)    Care  of  the  New  Born  Child. 

BUFFALO  STATE  HOSPITAL. 
Arthur  W.  Hurd,  M.  D.,  Medical  Superintendent. 

"  Early  Diagnosis  in  Cases  of  Mental  Disease."  Read  at  Eighth 
District  Branch  of  State  Medical  Society,  Buffalo,  Sept. 
26,  1907. 
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"Metchnikoff  and  the  Prolongation  of  Life."  Read  at  Medical 
Club  of  Buffalo,  Feb.,  1908. 

Henry  P.  Frost,  M.  D.,  First  Assistant  Physician. 

"  Classification  of   Mental   Diseases."    Read  before  Medical 

Union  of  Buffalo,  1907. 
"  Modern  Views  in  Psychiatry."    Read  before  medical  staff  of 

Craig  Colony  for  Epileptics,  Sonyea,  Sept.,  1907. 

Helene  J.  Kuhlmann,  M.  D.,  Woman  Physician. 

"Acute  Yellow  Atrophy  of  the  Liver."    Read  at  Eighth  District 

Branch  of  the  State  Medical  Society,  Buffalo,  Sept.  26,  1907. 
"  First  Attack  of  Chlorosis  in  a  Woman  of  34."    Read  at  Eighth 

District  Branch  of  the  State  Medical  Society,  Buffalo,  Sept. 

26,  1907. 

"Anxiety  Psychosis."  Read  before  Erie  County  Medical 
Society,  Buffalo,  Nov.,  1908. 

BINGHAMTON  STATE  HOSPITAL. 

Charles  G.  Wagner,  M.  D.,  Medical  Superintendent. 

"  Some  Phases  of  the  Newer  Psychiatry."    Read  at  meeting  of 

the  Tri-county  Medical  Society,  Scranton,  Pa.,  Apr.  25,  1907. 
"Some  Forms  of  Insanity."    Read  at  Sixth  District  Meeting 

of  the  New  York  State  Medical  Association,  Ithaca,  Sept. 

24,  1907. 

"The  Insane  and  their  Treatment."  Read  at  meeting  of  the 
Scranton,  Pa.,  Physical  and  Pathological  Society  (Post 
Graduate  Course),  Scranton,  Pa.,  Apr.  19,  1908. 

Edward  Gillespie,  M.  D.,  Second  Assistant  Physician. 

"Two  Cases  of  Tabes  Dorsaliswith  Mental  Symptoms  not  of  the 
Paretic  Type,"  and  "A  Case  of  Sensory  Aphasia."  Read  at 
Conference  of  State  Hospital  Physicians,  Binghamton,  Mar. 
17  and  18,  1908.    Published,  Bulletin,  July,  1908. 

James  V.  May,  M.  D.,  Assistant  Physician. 

"  Review  of  Pathological  Work  at  Binghamton  State  Hospital." 
Read  at  Conference  of  State  Hospital  Physicians,  Bingham- 
ton, Mar.  17  and  18,  1908.    Published,  Bulletin,  July,  1908. 

John  Irvine  McKelway,  M.  D.,  Assistant  Physician. 

"  Report  of  a  Case  of  General  Paresis:  Unusual  Termination." 
Read  at  meeting  of  Tioga  County  Medical  Society,  Owego, 
Mar.,  1907. 
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ST.  LAWRENCE  STATE  HOSPITAL. 

Richard  H.  Hutchings,  M.  D.,  Medical  Superintendent. 

"  Tuberculosis  in  Hospitals  for  the  Insane."  Read  at  Interna- 
tional Congress  on  Tuberculosis,  Washington,  D.  C„  Oct. 
2,  1908.  Published  in  Medical  Record,  Dec.  19,  1908,  and 
Bulletin,  Dec,  1908. 

Elbert  M.  Somers,  M.  D.,  First  Assistant  Physician. 

"Report  of  a  Case  Showing  Constitutional  Defects."  Published 

in  Alienist  and  Neurologist,  Feb.,  1908. 
"  Chronic  Alcoholism."    Published  in  Albany  Medical  Annals, 

Aug.,  1908. 

"Central  Neuritis."  Read  at  Canadian  Medical  Association, 
Ottawa,  June  14,  1908.  Published  in  Montreal  Medical 
Journal,  Oct.,  1908;  Bulletin,  Dec,  1908. 

Roy  L.  Leak,  M.  D.,  Second  Assistant  Physician. 

"Alcoholic  Psychoses."  Read  at  St.  Lawrence  County  Medical 
Society,  Oct.  1,  1907. 

Walter  G.  Ryon,  Assistant  Physician. 

"A  Case  of  Sensory  Aphasia."  Read  at  Inter-hospital  Confer- 
ence, Ogdensburg,  N.  Y.,  July  14,  1908.  Published  in  Bul- 
letin, Dec,  1908. 

Ethen  A.  Nevin,  M.  D.,  Assistant  Physician. 

"The  Problem  of  the  Mentally  Disturbed."  Read  at  Northern 
New  York  Medical  Association,  Oct.  8,  1907. 

"Life  and  Work  of  Robert  Koch."  Read  before  Ogdensburg 
Medical  Society,  Feb.  18,  1908. 

" The  Prophylaxis  of  Mental  Disturbances."  Read  at  St.  Law- 
rence County  Medical  Society,  Mar.  3,  1908. 

ROCHESTER  STATE  HOSPITAL. 
E.  H.  Howard,  M.  D.,  Medical  Superintendent. 

"Review  of  Thirty-four  Cases  of  Recurrent  Insanities  of  Manic- 
Depressive  and  Allied  Types."    Read  at  Conference  of 
Up-State   Hospitals,  Rochester,    Dec    10,   1907.    Abstract  in 
Bulletin,  May,  1908. 

E.  B.  Pottlr,  M.  D.  First  Assistant  Physician. 

"Polyneuritis."  Read  before  Rochester  Pathological  Society, 
Nov.  6,  1907. 

"Symptoms  of  Dementia  Prsecox"  with  presentation  of  cases. 

Read  before  Rochester  Academy  of  Medicine,  1907. 
"Insanities  Occurring  During  the  Puerperium."    Read  before 

Blackwell  Medical  Society,  Rochester,  Nov.,  1907. 
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"History  of  Four  Cases  of  Polyneuritis,  showing  Korsakoff's 
Syndrome."  Cases  presented  at  Conference  of  Up-State 
Hospitals,  Rochester,  Dec.  10,  1907. 

E.  P.  Ballantine,  M.  D.,  Woman  Physician. 

"Study  of  a  Series  of  Seven  Cases  Showing  some  Psychasthenic 
and  Hysterical  Features."  Read  at  Conference  of  Up-State 
Hospitals,  Rochester,  Dec.  11,  1907.  Published  in  Bulletin, 
May,  1908. 

"Women  Physicians  in  Public  Institutions."  Read  before 
Women's  Medical  Society  of  the  State  of  New  York,  Mar.  11, 
1908.    Published  in  Woman' s  Medical  Journal,  Apr.,  1908. 

KINGS  PARK  STATE  HOSPITAL 

Wm.  Austin  Macy,  M.  D.,  Medical  Superintendent. 

"  Discussion  on  The  Proper  Size  of  Hospitals  for  the  Insane." 
Read  at  Conference  of  Superintendents  and  Representatives 
with  the  State  Commission  in  Lunacy,  Albany,  Sept.  29, 
1908.    Published  in  Bulletin,  Dec,  1908. 

George  O'Hanlon,  M.  D.,  First  Assistant  Physician. 

"Thyroidectomy  in  Dementia  Praecox  with  Presentation  of 
Case."  Read  at  Inter-Hospital  Conference,  Kings  Park, 
Apr.,  1908.    Published  in  Bulletin,  Mar.,  1909. 

Aaron  J.  Rosanoff,  M.  D.,  Second  Assistant  Physician. 

"Disturbance  of  Nitrogenous  Metabolism  in  Epilepsy."  Pub- 
lished in  Journal  of  the  American  Medical  Association, 
Apr.  11,  1908. 

"Pathological  Significance  of  Mental  Symptoms:  Wernicke's 
Classification  of  Symptoms."  Read  at  Inter-Hospital  Con- 
ference, Kings  Park,  Apr.,  1908.  Published  in  Bulletin, 
Mar.,  1909. 

"Manual  of  Psychiatry,  by  J.  K.  DeFursac."    Translation  of 

the  second  edition,  Aug.,  1908. 
"  Immunity  Against  Tuberculosis  in  Cases  of  General  Paresis." 

Read  at  Conference  of  State  Hospital  staffs,  Poughkeepsie, 

N.  Y.,  Dec,  1908.    Published  in  Journal  of  the  American 

Medical  Association,  Feb.  13,  1909. 

Walter  H.  Sanford,  M.  D.,  Assistant  Physician. 

"Report  on  Cases  of  Epilepsy  During  Year."  Read  at  Inter- 
Hospital  Conference,  Kings  Park,  Apr.,  1908. 

Donald  L.  Ross,  M.  D.,  Assistant  Physician. 

"Psychogenic  Factors  in  the  Causation  of  Insanity  with  Report 
of  Cases."  Read  at  Inter-Hospital  Conference,  Kings  Park, 
Apr.,  1908. 
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LONG  ISLAND  STATE  HOSPITAL. 

Oliver  M.  Dewing,  M.  D.,  Medical  Superintendent. 

"Korsakoff's  Psychosis,  with  Analysis  of  Nineteen  Cases." 
Read  before  Brooklyn  Society  for  Neurology,  Dec.  22,  1907. 
Published  in  Long  Island  Medical  Journal,  June,  1908. 

Paul  G.  Taddiken,  M.  D.,  Second  Assistant  Physician. 

"Presentation  of  Various  Types  of  Dementia  Praecox,  with 
Illustrated  Cases."  Read  at  Brooklyn  Society  for  Neurol- 
ogy, Feb.  27,  1908. 


MANHATTAN  STATE  HOSPITAL. 

William  Mabon,  M.  D.,  Superintendent  and  Medical  Director. 

"  Open  Air  Treatment  in  Psychiatry."  Read  at  N.  Y.  Academy 
of  Medicine,  Jan.  17,  1907,  and  at  Conference  of  State  Hos- 
pital Superintendents  with  the  State  Commission  in  Lunacy, 
Albany,  Apr.,  1907.  Published  in  New  York  Medical 
Jotir?ial,  Feb.  9.  1907.  Abstract  communicated  to  Interna- 
tional Congress  of  Psychiatry,  Neurology,  &c,  Amsterdam, 
Sept.,  1907. 

"After-Care  of  the  Insane."  Read  at  American  Medico-Psycho- 
logical Association,  Annual  Meeting,  May  7,  1907.  Published 
in  American  Journal  of  Insanity,  July,  1907. 

"Statistics  in  Hospitals  for  the  Insane."  Read  at  meeting  of 
Medical  Society  of  the  Staffs  of  the  Pathological  Institute 
and  the  Manhattan  State  Hospital,  Nov.,  1907. 

"Medical  Work  at  the  Manhattan  State  Hospital."  Contribu- 
tion read  in  the  discussion  of  the  paper  by  Dr.  Carlos  F. 
MacDonald  on  "The  Development  of  the  Modern  Care  and 
Treatment  of  the  Insane,  as  Illustrated  by  the  State  Hospi- 
tal System  of  New  York  State,"  N.  Y.  Academy  of  Medicine, 
Feb.  28,  1908.    Abstract  in  Medical  Record. 

"The  Necessity  for  Accuracy  in  Statistical  Data."  Read  at 
Hospital  Medical  Society,  Dec,  1908. 

G.  H.  Kirby,  M.  D.,  Director  of  Clinical  Psychiatry,  Manhattan  State 
Hospital. 

"The  Manic- Depressive  Symptom  Complex."  Read  before  New 
York  Psychiatrical  Society,  Jan.  2,  1907. 

"The  Depressive  Hallucinoses."  Read  before  Ward's  Island 
Medical  Society,  Feb.  26,  1907. 

"Alcohol  as  an  Etiological  Factor  in  Mental  Disease."  Read 
before  American  Medico-Psychological  Association,  Wash- 
ington, D.  C,  May,  1907.    Published  in  Transactions. 
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4<  Anxiety  Psychoses."  Read  at  Inter-Hospital  Conference, 
Manhattan  State  Hospital,  Dec,  1907.  Published  in  Bulle- 
tin, July,  190S. 

"The  Influence  of  Environment  on  the  Insane  with  Special 
Reference  to  the  Functional  Psychoses."  Read  at  Confer- 
ence of  Superintendents  of  the  New  York  State  Hospitals 
with  Commission  in  Lunacy,  Albany,  Nov.,  1908.  Published 
in  Bulletin,  March,  1909. 

"  Review  of  Dreyfus'  'Die  Melancholie  ein  Zustandsbild  des 
Manisch-Depressiven  Irreseins.'"    Bulletin,  Deo,  1908. 

J.  T.  W.  Rowe,  M.  D.,  First  Assistant  Physician. 

"Our  Duty  to  the  Chronic  Insane."  Read  before  American 
Medico-Psychological  Association,  Washington,  D.  C,  May, 
1907.    Published  in  Trans actions. 

D.  S.  Spellman,  M.  D.,  Second  Assistant  Physician. 

"The  Diagnosis  of  a  Case  of  Recurrent  Depression."  Read  at 
Inter-Hospital  Conference,  Manhattan  State  Hospital,  Dec, 
1907.    Published  in  Bulletin,  July,  1908. 

C.  F.  Haviland.  M.  D.,  Assistant  Physician. 

"Differential  Diagnosis  of  a  case  of  Depression."  Read  at 
Inter-Hospital  Conference,  Manhattan  State  Hospital,  Dec, 
1907.    Published  in  Bulletin,  July,  1908. 

"Moral  Responsibility  in  Paranoia."  Read  before  Section  on 
Neurology  and  Psychiatry,  N.  Y.  Academy  of  Medicine,  1908. 

"Differential  Diagnosis  of  Constitutional  Inferiority  and  De- 
mentia Prsecox."  Read  before  Section  on  Neurology  and 
Psychiatry,  N.  Y.  Academy  of  Medicine,  1908. 

Philip  Smith,  M.  D.,  Assistant  Physician. 

"The  Recent  Typhoid  Epidemic  on  Ward's  Island."  Read 
before  Ward's  Island  Medical  Society,  Jan.  21,  1907. 

J.  L.  Washburn,  M.  D.,  Assistant  Physician. 

"Symptomatic  Depressions."    Read  before  Ward's  Island  Med- 
ical Society,  Feb.  26,  1907. 
"  Cases  of  Childbirth  in  the  Manhattan  State  Hospital."  Read 
at  the  Inter-Hospital  Conference,  Manhattan  State  Hospital, 
'  Dec,  1907.    Published  in  Bulletin,  July,  1908. 

S.  W.  Hamilton,  M.  D.,  Assistant  Physician. 

"Treatment  of  Excitements  by  the  Prolonged  Bath."  Read 
before  American  Medico-Psychological  Association,  Wash- 
ington, D.  C,  May,  1907.    Published  in  Transactions. 

"A  Review  of  Fifty Deliria."  Read  before  Ward's  Island  Med- 
ical Society,  Apr.  28,  1908. 
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P.  C.  Washburn,  M.  D.,  Assistant  Physician. 

"The  Undifferentiated  Depressions."  Read  before  Ward's 
Island  Medical  Society,  Feb.  26,  1907. 

M.  J.  Karpas,  M.  D.,  Assistant  Physician. 

"  Acute  Confusional  Insanity."     Read  before  Ward's  Island 

Medical  Society,  Mar.  26,  1907. 
"  Review  of  Aschaffenburg's  Emotional  Variability  in  Epilepsy." 
Published  in  Journal  of  Nervous  and  Mental  Disease, 
Apr.,  1907. 

"Juvenile  Paresis."  Published  in  N.  Y.  State  Joitrnal  of 
Medicine,  Sept.  21,  1907. 

"Report  of  Two  Cases  of  Aphasia."  Read  at  Inter-Hospital 
Conference  at  Ward's  Island,  Manhattan  State  Hospital, 
Dec,  1907.    Published  in  Bulletin,  July,  1908. 

"Review  of  Jung's  Psychology  of  Dementia  Praecox."  Pub- 
lished in  Journal  of  Nervous  and  Mental  Disease,  Jan., 
1908. 

"Senile  Paresis:  Report  of  Two  Cases  with  Autopsy."  Pub- 
lished in  N.  Y.  Medical  Journal,  Jan.  25,  1908. 

"A  Case  of  Brain  Tumor."  Published  in  Medical  Record, 
Sept.  5,  1908. 

"Contribution  to  our  Knowledge  of  the  Etiology  of  Dementia 
Praecox."  Published  in  N.  Y.  Medical  Journal,  Dec.  5  and 
12,  1908. 

H.  W.  Wright,  M.  D.,  Assistant  Physician. 

"A  Case  for  Diagnosis."  Read  at  the  Inter-Hospital  Confer- 
ence, Manhattan  State  Hospital,  Dec,  1907.  Published  in 
Bulletin,  July,  190S. 

"A  Consideration  of  Constitutional  Inferiority."  Read  before 
Ward's  Island  Medical  Society,  March  30,  1908.  Published 
in  N.  Y.  Medical  Journal,  Dec.  26,  1908. 

W.  C.  Garvin,  M.  D.,  Assistant  Physician. 

"  Psychoses  Following  Labor."  Read  at  Inter-Hospital  Confer- 
ence, Manhattan  State  Hospital,  Dec,  1907.  Published  in 
Bulletin,  July,  1908. 

C.  W.  Chapin,  M.  D.,  Junior  Physician. 

"Alcoholic  Psychoses."  Published  in  Review  of  Neurology 
and  Psychiatry,  Vol.  V,  1907. 

John  L.  Pomeroy,  M.  D. ,  Junior  Physician. 

"The  Diagnostic  Value  of  Lumbar  Puncture  in  Psychiatry." 
Published  in  Journal  of  Nervous  aud  Mental  Disease, 
Apr.,  1907. 
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G.  Y.  Rusk,  M.  D.,  Autopsy  Physician. 

"The  Anatomical  Pictures  of  Arteriosclerosis  in  Relation  to 
Brain  Disease."  Read  before  American  Medico-Psycholog- 
ical Association,  Washington,  D.  C,  May,  1907.  Published 
in  Transactions. 

CENTRAL  ISLIP  STATE  HOSPITAL. 

G.  A.  Smith,  M.  D.,  Medical  Superintendent. 

"  Occupation  and  Diversion."  Read  at  Conference  of  the  State 
Commission  in  Lunacy  with  Superintendents  of  State  Hospi- 
tals, Sept.  7,  1907.    Published  in  19th  Annual  Report. 

M.  B.  Heyman,  M.  D.,  First  Assistant  Physician. 

"Aphasia."  Read  at  meeting  of  the  Suffolk  County  Medical 
Society,  Apr.  30,  1908. 

H.  G.  Gibson,  M.  D.,  Second  Assistant  Physician. 

"Treatment  of  the  Chronic  Insane."  Read  at  Inter-Hospital 
Conference,  Central  Islip,  Oct.  20,  1908. 

G.  W.  Mills,  M.  D.,  Assistant  Physician. 

"Value  of  the  Ophthalmo-tuberculin  Test  in  the  Insane,  with 
report  of  cases."  Read  at  Inter-Hospital  Conference,  Cen- 
tral Islip,  Oct.  20,  1908. 

C.  B.  West,  M.  D.,  and  C.  L.  Vaux,  M.  D.,  Assistant  Physicians. 
"Drug  Psychoses."    Read  at  Inter-Hospital  Conference,  Central 
Islip,  Oct.  21,  1908. 

GOWANDA  STATE  HOMEOPATHIC  HOSPITAL. 
Clarence  A.  Potter,  M.  D.,  First  Assistant  Physician. 

"Suggestions  in  Early  Diagnosis  of  Insanity,  according  to 
Recent  Nomenclature."  Read  at  meeting  of  Medical 
Society  of  the  County  of  Cattaraugus,  Salamanca,  Apr.  7, 
1908. 

R.  Montfort  Schley,  M.  D.,  Assistant  Physician. 

"  Delirium  Tremens."  Read  before  State  Homeopathic  Medical 
Society.  Brooklyn,  Sept. ,  1906.  Published  in  Hahnemannian 
Monthly,  Aug.,  1908. 

"  Dementia  Prsecox."  Read  before  Western  New  York  Homeo- 
pathic Medical  Society,  Oct.  17,  1907. 

"Apoplexy;  Its  Cause  and  Treatment."  Read  before  Clinical 
Club,  Buffalo,  Feb.  17,  1908. 

"Insane  who  have  Held  Responsible  Positions."  Read  before 
American  Institute  of  Homeopathy,  Kansas  City,  Mo.,  June, 
1908. 
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Frederick  C.  Robbins,  M.  D.,  Assistant  Physician. 

"  Mongolianism."     Published,  North    American  Journal  of 

Homeopathy,  Jan.,  1907. 
"Constitutional  Inferiority."    Read  before  State  Homeopathic 

Medical   Society,    Albany.    Feb.    12,    1907.    Published  in 

Transactions.    Also  in  New  England  Medical  Gazette, 

Oct.,  1907. 

"Report  of  the   Diphtheria  Epidemic."     Annual   Report  of 
Gowanda  State  Homeopathic  Hospital  for  year  ending  Sept 
30,  1907. 

"  Traumatic  Insanity."  Read  before  State  Homeopathic  Med- 
ical Society,  Albany,  Feb.  11,  1908.  Published  in  Transac- 
tions, and  Hahne?nannian  Monthly,  Apr.,  1908. 

"Arteriosclerosis."  Read  before  Western  New  York  Homeo- 
pathic Medical  Society,  Niagara  Falls,  Nov.  6,  1908. 

"Landry's  Paralysis."  Read  before  Clinical  Club,  Buffalo, 
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Adolf  Meyer,  M.  D.,  Director. 

"  After-Care  and  Prophylaxis  and  the  Hospital  Physician."  Read 
at  meeting  of  American  Neurological  Association,  June, 
1906.  Published,  Journal  of  Nervous  and  Mental  Disease, 
Feb.,  1907. 

"The  Relation  of  Psychogenic  Disorders  to  Deterioration." 
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"  Demonstration  of  Glass  Models  and  Brain  Lesions."  Read  at 
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Institute  for  the  years  1906-07  and  1907-08. 
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sclerosis as  Clinical-anatomical  Groups.  Read  at  Inter- 
Hospital  Conference,  Middletown,  June  14,  1907. 
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logical Laboratory  of  the  Psychiatric  Institute.  Published 
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Reviews  of  the  following  books  in  Review  of  Neurology  and 
Psychiatry,  1907-08: 

Studies  in  Clinical  Psychiatry,  Lewis  C.  Bruce. 
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